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EXPERIMENTAL stimulation of the hypothalamus 
or its nervous connexions with the stomach can 
produce changes in the motility and secretory activity 
of the stomach. Continued stimulation causes 
erosions of the mucosa and demonstrable hemorrhage 
(Beattie 1932, Heslop 1938). An increasing amount of 
clinical evidence is now available to support these 
experimental observations (Alvarez 1932, Cushing 
1932, Davies 1936). We have already drawn atten- 
tion (Davies and Wilson 1937) to the nervous influences 
which appear to operate in certain personality types 
in precipitating uleer symptoms and in determining 
recurrences, Disturbing situations and events, acting 
as precipitating factors by causing anxiety to the 
patients, were found to precede the onset or return 
of symptoms in 84 per cent. of 205 patients with 
peptic ulcer and in 42 of 52 radiographically proved 
recurrences. Comparisons were also made between 
two matched groups of ulcer and hernia patients. 
Using the latter as a control group, we found, for 
example, that unusual psychological tension, as shown 
by inability to rest, was a lifelong characteristic of 
78 per cent. of the ulcer patients but of only 15 per 
cent. of the hernia patients. Further, external events 
of a potentially disturbing nature preceded the onset 
of symptoms of hernia in only 22 per cent. of the 
patients. 

It was thought desirable to investigate the related 
problems of hematemesis and perforation and to 
record in identical manner observations made both 
on the predisposing factors which long antedated 
gastric symptoms and on the external events which 
preceded the catastrophe. The observations were 
made on 50 patients recovering from a hematemesis 
and on 25 convalescent from an operation for a 
perforated ulcer. Bleeding into the stomach may 
take place as a complication of such conditions as 
portal obstruction, blood diseases, and carcinoma, 
but its commonest cause is erosion of the gastric 
mucosa through acute peptic ulceration or as a 
complication of the chronic stage. The clinical course 
and rapid recovery of our group of hamatemeses were 
such as to exclude these other pathological conditions. 
All the patients were examined by methods previously 
used to record, in brief outline, the characteristics 
of the individual before the onset of gastric symptoms 
and to obtain a dated clinical and a dated personal 
life-history of the individual. 


Hzematemesis 


In the 50 patients examined it was found that 
definite psychological characteristics of two over- 
lapping types antedated the onset of the gastric 
symptoms. These findings are recorded separately 
(Wilson 1939a and b). Of the 58 hamatemeses 
these patients collectively suffered 47 were preceded 
by some alteration in their lives, of a type particularly 
capable of producing emotional stress, The precipitat- 
ing events classified themselves most readily in relation 
to money matters, to the nature of their work, and to 
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serious illness of near relations, with a small residue of 
miscellaneous disturbances. 


EVENTS RELATING TO MONEY MATTERS 


CasE 1.—A quiet and rather shy man, aged 22, 
with a squint, who left home at 18, with his five 
brothers and sisters, because of quarrels with his step- 
mother. Since that time he has suffered from rest- 
lessness and passing morning depression. Immediately 
after leaving home he was in hospital for a year with 
““pains in all my joints.’”’ Indigestion began six 
months after his discharge from hospital and a few 
weeks after he lost his regular employment. While 
unemployed he was admitted to hospital and treated 
for dyspepsia. Eventually he found ‘ unofficial ”’ 
work in a canteen. Again he lost his job and was 
for three weeks idle. Of his last unemployment 
benefit of 7s. 8d. he gave 5s. to his landlady, to whom 
he was in debt. On the next day he could only 
afford one small meal of fish and chips, and the 
following day he was admitted to hospital with 
hematemesis. 

CASE 2.—A married man, aged 59. 
pottering about doing something; if I sat still for 
five minutes, that’d be a miracle. I’m not nervy 
or highly strung, as I understand it, but I think 
perhaps I worry a bit. Inevertalk much. I swallow 
things and it’s worse than getting rid of them. [I’m 
inclined to swallow things and sulk about them.”’ 
He has one boy at home, aged 26, one in the army, 
and a daughter married two years ago. Since the 
war he has kept a coffee stall. Indigestion began in 
1929, at a time when “trade” began to fall off. 
In 1934 he failed in business and had his first ‘‘ bleed- 
ing ’’ a few days afterwards. His dyspepsia recurred 
and a second bleeding took place on the day his 
daughter married. At this time his son was out of 
work, he. himself had only occasional odd jobs, and 
her departure made a big difference to the family 
income. Lastly, he ‘‘ got extra work at the post 
office at Christmas time.” ‘ Although I was feeling 
a bit run down, I didn’t refuse because I was glad 
ofa bit ofmoney. I finished on the 24th of December. 
My wife took to bed on the 25th with a bad leg that 
keeps her pretty low. She was fairly ill this time. 
She was at my daughter’s and I didn’t know how to 
get her home, so I kept running backwards and 
forwards. My last two teeth were taken out just 
before Christmas and that upset me.” On Jan. 2 
he had his third hematemesis. ‘‘ Whenever things 
get to a climax this happens. As soon as it is over 
I’m up and all right again.” 

CasE 3.—A woman, aged 63, the youngest of 
eighteen, apparently cheerful, with six children, 
all of whom are married. ‘‘ Nothing moves me— 
I can’t feelfrights. Always been active and cheerful— 
it doesn’t do to sit about and mope. Anyway 
I couldn’t sit down for long. It kills me to be in 
bed.”” Since coming to London four years ago— 
her husband came from Wales to try to get work— 
she has had more headaches than usual and “a 
little indigestion with the different water.” Her 
husband, aged 65, has had heart attacks. Since 
March, 1937, he has been out of work, and the doctor 
told her that his heart ‘‘ may take him at any time.” 
‘** Round Christmas, things were tighter than they’ve 
ever been since we’ve been married.’”’ Although now 
63 years old, she had no.indigestion at that time— 
‘only a little lump in my side.”’” On Jan. 3, 1938, 
she felt a little giddy but did not tell her husband. 
They ‘‘ talked till it was gone twelve. I felt sick 
and then brought up a lot of blood.” 

CasE 4.—A woman, aged 57, eldest girl of five 
children. She has had indigestion as far back as 
she can remember. It became worse in 1927, when 
she was worrying about her daughter, for ‘“‘ we set 
her husband and her up in business with our savings 
and it became a white elephant. He’s turned out no 
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good.’’ In 1931 an appendix was dealt with success- 
fully, but her indigestion was “ still just as bad.” 
In May, 1935, she had a nervous breakdown as a 
sequel to a quarrel with her son, who “ had got on 
very well indeed.’’ Three weeks before her husband’s 
retirement on a pension she had a hwematemesis. 
‘* My husband’s retirement made a big difference to 
us—all our money went in my daughter’s business.”’ 


The four examples quoted, two men and two 
women, indicate the close correlation we have noted 
between certain personality types, financial stress, 
and hematemesis. In the young man of 22 his first 
and only hematemesis took place at a time when 
his insecurity was at its maximum. Case 2, an 
older man of 59, had already suffered a good deal in 
disappointments, and his three bleedings coincided 
with episodes of some magnitude to him. Case 3, 
an active restless woman of 63, was worse off financially 
(and her husband afflicted with a heart “ that might 
take him at any time’’) than she had been since her 
marriage, and after a discussion on the state of her 
affairs ‘‘ till it was gone twelve’ she vomited blood. 
In case 4 the retirement of the husband, with the 
savings already gone, made the future uncertain, 
and three weeks before he resigned his work this 
nervous woman of 57 suffered her first bleeding. 
In all, 16 of the 50 patients disclosed such stories 
of money difficulties preceding gastric hemorrhage ; 
10 of the 16 were persons over 50 years of age, a 
time of life when security is all the more prized. 
The stories relate to people of poor circumstances, 
where a few shillings make the difference between 
distress and relative comfort, but we have not found 
any difference in people whose finance may be of 
larger dimensions, as shown by the following example. 


CasE 5.—A man, aged 56, had suffered from 
dyspepsia for ten years; numerous radiological 
examinations had disclosed a duodenal ulcer, and the 
usual remissions followed upon courses of treatment. 
During one of these courses of treatment, and at a 
time when he was already symptom-free, he was 
awakened from sleep feeling faint and sick. He was 
found semiconscious by his butler in the early hours 
of the morning, having attempted to walk to his 
bathroom. He showed all the signs of severe hamor- 
rhage but it was some time before the inner history 
was disclosed. For the first time in his life hemor- 
rhage had occurred and this to a severe degree. It 
was also disclosed that for the first time in his life 
his good name had been doubted and, to redeem his 
name in the eyes of his bankers, he had to find a sum 
of £15,000 within a few days. This demand was 
made to him three days before the hemorrhage. 


INCREASE OF RESPONSIBILITY 


CasE 6.—A man, aged 32, an only son, with 
children of 2 and 34, formerly an exhibitioner, next 
a university lecturer, and now a sales manager, 
describes himself as ‘nervy and irritable, very 
ambitious, to be honest,” ‘“‘ unable to settle easily to 
a book,” and ‘rather inclined to get worked up 
about things.” He ‘‘ had endless trouble with my 
throat asa child,”’ ‘‘ disease of the knee,” ‘‘ appendicitis 
at 11.” ‘*‘My development was held up through 
always being ill.”’ Indigestion began in 1923 (patient 
17) ‘“‘just before going to the university ”’ (this 
meant coming to England from abroad), got worse 
when he finished his studies in 1927, and, after dis- 
appearing for ‘ nearly a year,’”? came on again in 
1928, when he became lecturer in another university. 
He returned to his native country to go into business 
and after a year (1930) had severe pain shortly after 
his duties had become onerous. Treatment relieved 
the symptoms and he got married. ‘“ Shortly ” 
after his return to business symptoms began once 
more. He bore it for some time but was eventually 
advised to leave home and come to Europe for an 


operation (1932). On his first night aboard ship he 
had his first hematemesis. He had a Billroth II 
operation and was free of symptoms until he had a 
hematemesis in ‘‘ the first week in August,”’ after 
the birth of his first child in July, 1934. Again he 
improved till January, 1936, when his second child 
was born, and his pain returned once more. In March 
of that year there occurred the first of two financial 
crises in his business, and in April he had his third 
hematemesis. This was preceded by a running nose 
and a cold, which did not, however, keep him from 
business. Again he improved until, in August and 
September, 1937, there was further difficulty in 
business, and on Sept. 28 he had his fourth hemat- 
emesis. He had ‘never noticed” the relation 
between the events in his life and his dyspepsia. 

CASE 7.—A sea captain, aged 58, had enjoyed 
excellent health throughout his life at sea and prided 
himself on his digestion, although his facies showed 
all the features of the classical ulcer patient. Within 
recent months he began to suffer hunger pains and 
found that they were relieved both by food and by 
alkalis. These symptoms came on at sea when some 
difficulty was experienced in repairing an engine 
fault of his 14,000-ton and fully laden ship. Within 
scheduled time the cargo was duly landed at a 
foreign port. While the last of the cargo was being 
taken on dock he vomited blood. After a stay in 
hospital he returned to England and was given charge 
of the boat again. Within twelve months, on landing 
another load of cargo (this time in an English port), 
he suffered another hemorrhage. His story is 
interesting. Apparently before rearmament days 
ship engineers were available and any breakdown 
was adequately dealt with by a competent staff. 
Now there are better posts on land, and in his ship 
there was a deficiency of skilled engineering help. 
The fault that developed on the high seas was, to 
his knowledge, only patchily dealt with, and he 
knew that to negotiate the straits to the foreign 
port necessitated all hands and no engine break- 
downs. Any delay in the straits might result in 
the total loss of the ship and endless inquiries. He 
was intensely anxious. The hemorrhage followed 
on this anxiety. His second hemorrhage took 
place in similar circumstances. 

CASE 8.—A young woman, aged 25, employed in a 
children’s home, without warning vomited a large 
quantity of blood in August, 1937. She had enjoyed 
good health previously and has remained well since. 
The story is simple. She entered the children’s 
home as a help when aged 17. She was ultimately 
recognised as reliable, and more work and responsi- 
bility were placed on her shoulders. In August, 
1937, the matron was on holiday and the home was 
under the charge of the only sister in the establish- 
ment. This sister was taken ill suddenly, and the 
young woman found herself in sole charge. The 
bleeding took place at this time. 


CASE 9.—An accountant, aged 40, had a gastro- 
enterostomy performed for a perforated duodenal 
ulcer in 1927. A hwematemesis took place in 1933, 
and radiological examination at a later date showed 
that he had a jejunal as well as an active duodenal 
ulcer. In 1934 a lateral anastomosis was performed, 
for one of the jejunal loops was dilated and partially 
obstructed. With the correction of this mechanical 
fault the patientimproved. A further X-ray examina- 
tion, performed a month after the operation, showed 
no delay in the loop. The patient affirmed that he 
had never felt better, and he went back to work after 
a brief holiday. On his return he received ‘ the 
biggest shock of his life,’? when his partner demanded 
dissolution of the partnership because the patient 
had been away from business too often and too long. 
Seven days later he suffered a hamatemesis. 

From the time of his recovery until 1938 he did 
reasonably well. Symptoms of dyspepsia recurred, 
and many medical opinions were sought. In May, 
1938, he was influenced to submit to a gastrectomy 
as the only permanent cure of his trouble. He was 
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informed that this would also protect him from 
further hemorrhage. The gastrectomy was performed, 
and after a short convalescence the patient returned 
to work. In August he was away on holiday with his 
family. His three children were taken ill at the hotel, 
and, at the same time, his wife fell down the stairs 
and fractured her leg. To bring home the three ill 
children and the wife with a fractured leg was a matter 
of some concern. This was safely accomplished, 
and four days later he had a severe bleeding. 


In these examples hemorrhage followed upon 
periods of stress. In two of the four patients 
gastrectomy had already been performed, but in 
spite of this protection, faced as they were with events 
in their lives which caused tension, haemorrhage 
followed, It is to be noted that the interval between 
the event and the bleeding was not more than a 
few days. Stories of increased responsibility were 
given by 16 out of the 50 and in this series 10 out of 
the 16 were under 50 years of age. 


ILLNESS AND TROUBLE IN THE FAMILY 


CASE 10.—A man, aged 46, married twice, four 
children, 19-24, is ‘‘ of a worrying nature ”’ and sleeps 
so heavily that it ‘‘ would need a brass band”’ to 
waken him. He is ‘‘ extremely active’ and says: 
““The only thing that makes life bearable here in 
hospital is getting up. I can’t read—-must be doing 
something.”’ He is ‘* very methodical and thorough ” 
and, although he is very irritable, he ‘‘ doesn’t show 
it outwardly.’”’ In 1918 he ran into the traction- 
pole of a pair-horse van and, although he had no 
immediate symptoms, he ‘‘ always anticipated trouble 
from that blow in later years.” ‘‘ I felt it strike my 
backbone.”” There were ‘‘no symptoms at all till 
Dec. 31, 1937,’ when he developed “a dull uncom- 
fortable pain’ in the upper abdomen. It was not 
enough to put him off his food and, on coming home 
on Jan. 2, he said, ‘‘ No pain to-day” and had his 
usual supper. The next morning is a little hazy 
in his memory, but his wife found him “ standing, 
dazed, in the lavatory, clawing the walls, saying, 
‘I can’t get out.’’’ She led him back to bed, and 
he fell asleep. Two hours later he got up and vomited 
a large quantity of blood. 

The wife seemed to have been a little unconcerned, 
and inquiry disclosed important facts. Although 
he had previously said that he had never had a day’s 
illness before the hematemesis, after the death (1922) 
of his first wife, for whom he had a strong affection, 
he was extremely upset and described himself as 
‘nearly cracked for two years. I used to do my 
driving with tears streaming down my face. It 
affected my stomach, I remember that. I put the 
four children (then aged 3 to 8) in a home at 12s. 
a week each and went without my dinner two days a 
week to pay for it. What upset me was that neither 
father nor mother nor my sister offered to help in 
any way.” ‘‘ Home wasn’t happy—father was 
pensioned off by the brewery because he was always 
drunk. Mother was my God, until my wife died, 
and she wouldn’t help me. If I would go and have 
a drink with my parents they would see me, but 
I’m T.T. I did the 100 yards in 11? last year”’ 
(he is 46). ‘‘ Mother’s health is going since October. 
Everything seems to be blowing up at once.” ‘* My 
second wife is a lot of worry. The children will all 
be going very soon—they’ve all got engaged in the 
last two years—then I’m going into a single room, 
and she can come or go as she likes. To make things 
worse, promotion is due any day.” 


CASE 11.—A man, aged 50, consulted one of us in 
1934, with signs and symptoms of a duodenal ulcer. 
Progress was uneventful, and he enjoyed good health 
for four years. While returning home from business 
one evening his car skidded and he and his three 
companions were badly injured. All were admitted 


to the nearest hospital, where it was found that he 
fractured femur. 


had sustained a Extension was 
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applied, and his convalescence appeared to be smooth. 
Atthis time he complained of no dyspepsia. The period of 
extension over, he was instructed to move and exercise 
his leg, under the guidance of the house-surgeon, 
when, to his dismay, the callus gave way and his 
leg fell helpless on the bed. This caused bitter dis- 
appointment. Extension was reapplied for another 
six weeks. His wife saw him on the day of the 
disturbing event, and he expressed the opinion that 
he was ‘‘ done for.” The leg would not mend, he 
would be unable to walk, and he would not be able, 
as was essential, to get about to obtain business. 
The world, so far as he was concerned, was finished, 
for his business was a one-man show, held together 
by his wife during his incapacity. Next day he 
complained of flatulence, and four days later the 
surgeon’s attention was called to the pulse-rate of 
120 and the pallor of the patient. That day his stool 
was black and he vomited blood. 


It is of interest to note that not only had this man 
enjoyed four years’ freedom but that after the accident 
no symptoms of dyspepsia appeared while his leg was 
in extension the first time. He knew that within 
six to eight weeks he would be well and fit for work 
again, But the failure of sound healing meant to 
him the end of his ability to work and, therefore, 
financial ruin. Four days after this mental turmoil 
hemorrhage took place. 

Fifteen such examples of trouble or illness, either 
of the patient or of his family, were observed by us 
in this series, preceding the hemorrhage. 


CASES WITHOUT EXTERNAL EVENTS 

In 11 patients our inquiry discovered no precipitat- 
ing event which could be regarded as of importance 
in producing an emotional disturbance before the 
hemorrhage, but we feel that one of the histories is 
worth recording to demonstrate the predisposing 
characteristics. 

CASE 12.—A_ married 
children of 14, 12, and 


woman, aged 39, with 
10. She was the youngest 
of nine children and is “ afraid she got spoilt.”” She 
was ‘‘ nervous of everything ”’ till she was 10 and 
remembers having ‘“‘ wind ” eventhen. She improved 
later and became the sole support of her parents until 
they died, just before her marriage at 25. Four 
years ago she began to go out as a daily maid to ease 
the financial strain of three growing children. In 
1936 she was ‘‘run down” and had menorrhagia. 
She has found her work exhausting in the past year 
(1937) and is ‘* getting nervous again like when I 
was small. I’ve not been myself since January— 
I was laid up for three weeks then with a bad cough.” 
She wakes up with a jump very often and is not 
getting enough sleep ‘“‘ since the summer.’’ Always 
an active tidy woman, “like mother,’’ she ‘“ finds 
books bore her.” She ‘‘ wants to be doing some- 
thing but hasn’t had the strength in the past year.” 
In December, 1937, she began to have epigastric 
pains and “went off her food.’’ This made her 
feel ‘‘ even less fit for work.’’ She found it particu- 
larly trying to hurry home to make the children’s 
midday meal and then back to work and then home 
to do her own work and make the evening meal. 
She has been on a “ very light diet since Christmas,”’ 
and on her 39th birthday she had a hwmatemesis. 
‘** After I’d brought it up I felt better than I had done 
for months.” 


This “‘ negative history’ is from the group of 11 
in whom we could find no precipitating event preceding 
the hemorrhage. The histories, however, indicate 
common characteristics which antedated dyspepsia 
and hemorrhage in 10 of these patients. In other 
words, 10 out of the 11 showed symptoms of some 
increase of long-standing emotional stress in the 
period preceding the hemorrhage. 


02 
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Table I shows the results obtained in the 50 persons 
observed 


TABLE [|—58 H@#MATEMESES IN 50 PATIENTS 


Events related to 


No events 


Precedent 


Age- 4 > I be pe <a Total of 
grou} & = . S . —— last two Total 

Na : = = columns 

- = = ~ “No 

Present Absent events ”’ 

20-29 , 1 0 0 0 0 0 4 
30-39 ) 4 i 0 2 1 3 16 
40-49 4 l l 2 ) 0 5 1l 
90-59 t 7 ) 3 3 0 3 24 
60-69 0 3 0 0 0 0 0 3 

16 16 10 ) 10 l 1l 58 


Perforation 


Employing identical methods we found much the 
same personality types and precipitating situations 
in 25 patients with perforated peptic ulcers. In 
16 out of the 25 there had been an outstanding event 
in the patient’s life which we felt could be regarded 
as capable of producing acute emotional stress. In 
the remainder there was little doubt that, although 
no ‘‘acute”’ events could be found, symptoms of 
emotional long antedating dyspepsia, were 
present 


Stress, 


CasE 13.—A housewife, aged 30, outwardly calm 
and balanced, who describes herself as ‘“ always 
worrying inwardly and much more in the last year.” 
She “ can’t sit still and can’t bear to have anything 
not spotlessly clean.’”’ She is ‘‘ rather sensitive about 
friends.”’ She had never had any indigestion until 
the day after the funeral of her husband, who died 
from silicosis and tuberculosis. On the second day 
after the funeral she perforated. 

CASE 14, 


A railway worker, aged 49, with one 
girl, aged 12. 


His father and mother were ‘ always 
out in pubs,’ and a sister and he ran the home 
together. In 1923 he began main-line firing on the 
railway and often would be eleven hours without a 
meal, with only the company’s lodging house at the 
other end. Since 1936 his wife has been changing 
and now seems to be both menopausal and paranoid. 
** As soon as I came home I would see in her eye that 
her mind had gone. Then she was taken away 
(to a mental hospital).”” ‘‘ She came home a week 
before I had this perforation.” 


TABLE I]—SUMMARY OF 
PERFORATION IN 


EVENTS PRECEDING 
25 PATIENTS 

Events related to No events 
Precedent increase 


° in symptoms of 
Work Money Illness Other 


Total emotional stress 
Present Absent Total 
2 5 4 4 16 y 0 gy 


As in the hematemesis group, we found the majority, 
16 out of 25, showed some acute episode in their lives 
which preceded the perforation by a few days. In 
9, however, although no such events were found, 


symptoms of long-standing emotional stress were 
observable. Table II records our findings. 
Discussion 
There must be several factors which determine 


whether an ulcer bleeds or perforates or does neither. 


HZMATEMESIS 
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The proximity of a vessel of some size, the frequency 
with which the eroding juice is buffered with food, 
sudden increase of intra-abdominal pressure by a 
large meal or a sudden bending of the body, for 
instance, might easily determine the onset of one 
of these complications. There is, however, one point 
of common agreement: an ulcer that bleeds or 
perforates is active and erosion is gaining over repair, 
whether the ulcer concerned is no more than a 
mucosal erosion or a large indolent crater. If the 
nervous system does play an important part in the 
wtiology of peptic ulcer, we should therefore obtain 
some supporting evidence in these two conditions of 
active ulceration. It was for this reason we pursued 
our inquiry, and our results appear to provide the 
evidence. 

Patients often remark on their improvement after 
one of these catastrophes, Why should an ulcer 
which has perforated and has only been quickly 
sutured (often only with a flap of omentum loosely 
applied) cause so little subsequent anxiety? We 
cannot recall a single instance of a perforated ulcer 
in which the patient complained during his con- 
valescence of symptoms indicating renewed activity 
of the ulcer, Why should a hxematemesis so often 
end symptoms? In the latter condition radiography 
at the end of three weeks often fails to demonstrate 
an ulcer crater. The evidence points to a rapid heal- 
ing following these major complications of ulcer. 
Does this fit in with the nervous origin of ulcer? 
As we show in our examples, these patients are 
harassed and worried by their responsibilities and 
by environmental changes. When there is acute 
uncertainty whether they can get through a situation 
or not, to give in, to resign and admit defeat is 
incompatible with their make-up. But when blood 
is vomited there is a sudden change in affairs and an 
immediate alteration in their attitude to their 
difficulties. Their threatened failures are expiated. 
Urgent treatment is called for and all other events 
become relatively unimportant. Wounded in the 
battle of life, there 1s an armistice and with it the 
possibility of a new orientation. The cares and 
worries of yesterday now seem relatively unimportant. 
It may be that this attitude of mind, this new outlook, 
does play some part in the good results which follow 
such urgent complications. 

The “acute” precipitating situations or events 
which we found to precede hemorrhage or perfora- 
tion were identical with those we already found to 
operate in the dyspepsia of uncomplicated ulcer. 
The time-interval was found to be a matter of days. 
Tension produced by uncertainty in work and relating 
to money matters commonly dominates the picture, 
but illness of a member of the family or of the patient 
himself played a part in some instances. The story 
of the sea captain illustrates the type of tension— 
the uncertainty in his mind, over a few days. whether 
he could land his cargo safely in port. The nurse 
we quoted is a similar example—suddenly placed 
in what was to her a responsible job, there followed 
acute tension and the subsequent hemorrhage. Our 
figures are sufficient, we think, to implicate emotional 
stress and the nervous system in these two complica- 
tions and, therefore, in the xtiology of peptic uleer— 
for of 58 hamatemeses 47 were associated with preced- 
ing acute tension, as were 16 of 25 perforated ulcers. 

If we are to accept the view of the x#tiology of 
peptic ulcer implicit in these findings, there are 
corollaries in designing treatment. Our practical 
therapy should include an attempt at prevention of 
these complications, In known ulcer patients avoid- 
ance of increased responsibility or of sudden changes 
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in responsibility and encouragement of a more even 
life with an abundance of time to execute each task 
may help in the right direction, and during unavoid- 
able stress and anxiety the frequent buffering of 
hyperacidity is rational. But in our medical attempts 
at prevention by far the most important point, we 
consider, is to facilitate the conviction of the patient 
that his mind is capable of bringing distress to his 
stomach, To the lay person the mind is often some- 
thing encased in the head, far removed from the 
stomach, That the one can influence the other is, 
to him, not always sound medicine, and it is surprising 
how reluctant some remain, in spite of repeated 
recurrences, to be convinced that there is an associa- 
tion. Once, however, the patient accepts this rela- 
tion, he can, we think, do much to put his house in 
order, 
Summary 


(1) Events capable of producing unusual emotional! 
tension were found to precede hwmatemesis and 
perforation in 63 out of 75 patients. 

(2) These events preceded the haemorrhage or 
perforation by a few days and usually related to 
increase of responsibility, financial difficulty, and 
illness or trouble in the family. 

(3) The bearing of this evidence on the etiology of 
ulcer and on the treatment of the ulcer patient 
is briefly discussed, 


Thanks are due to the generous anonymous 
benefactors of the Tavistock Clinic, whose support 
made this investigation possible for one of us 
(A. T. M. W.); to Sir Frederick Menzies for access 
to cases at Lambeth Hospital; to the medical staff 
at Central and North Middlesex Hospitals for similar 
privileges ; to members of the staffs of Hounslow 
and Wood Green Hospitals for their kind codépera- 
tion; and to our colleagues at the Royal Free 
Hospital and the Hospital of St. John and St. Elizabeth. 


REFERENCES 

Alvarez, W. C. (1932) Amer. J. Surg. 18, 207. 
Beattie, J. (1932) Canad. med. Ass. J. 26, 278. 
Cushing, H. (1932) Surg. Gynec. Obstet. 55, 1. 
Davies, D. T. (1936) Lancet, 1, 521, 585. 

— and Wilson, A. T. M. (1937) Ibid, 2, 1353. 
Heslop, T. 8. (1938) Brit. J. Surg. 25, 884. 
Wilson, A. T. M. (1939a) Brit. J. med. Psychol. 18, 112. 

— (1939b) Individual Psychology Pamphlets, No. 20. 





HAMORRHAGE IN PEPTIC ULCER 
A REVIEW OF 241 CONSECUTIVE CASES 
By J. Grpson Granam, M.D. Glasg., F.R.F.P.S. 


CLINICAL TUTOR AND LATE DISPENSARY PHYSICIAN, 
THE WESTERN INFIRMARY, GLASGOW 


J. C. ALEXANDER, M.B. Glasg., F.R.F.P.S. 
CLINICAL TUTOR AND LATE DISPENSARY PHYSICIAN TO 
THE INFIRMARY ; AND 
J. D, Ovav Kerr, M.B. Glasg. 


CLINICAL TUTOR AND EXTRA DISPENSARY PHYSICIAN TO 
THE INFIRMARY 


THE orthodox management of hemorrhage in 
peptic ulcer has recently been subjected to criticism, 
and dietetic methods of treatment have taken on a 
new interest in view of the admirable results obtained 
by Meulengracht (1935) and Witts (1937). Earlier 
and more liberal mouth-feeding has been claimed to 
have many advantages over the older methods, which 
often amounted to semi-starvation, 

Hemorrhage, the commonest complication of 
peptic ulcer, was present in 55-5 per cent. of the 
434 hospital cases from which the material for this 
investigation was obtained. However, this propor- 
tion of bleeding is probably higher than that actually 
obtaining, for patients with peptic ulcers often do 
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not seek hospital treatment until some complication 
asserts itself. Hurst and Ryle (1937) found that 
bleeding was present in 31-3 per cent. of a series of 
1340 private cases of peptic ulcer, and this figure 
probably represents more correctly the incidence 
of hemorrhage in peptic ulcer. 


SELECTION AND ANALYSIS OF CASES 


In view of the claims made for the new methods of 
treatment, it was decided to review all cases of 
peptic ulcer with hemorrhage in a medical unit of 
the Western Infirmary of Glasgow, to ascertain the 
results obtained over a period of ten years (1929-38). 
During this period the unit treated 4818 patients, of 
whom 434 had peptic ulcers, Of the ulcer cases 241 
(approximately 5 per cent. of the total admissions) 
had hematemesis or melzena or both (melwna being 
understood to mean the passage of tarry stools). Only 
cases showing definite clinical evidence of bleeding 
were included. No case was included in which the 
bleeding was due to malignant disease, hepatic cir- 
rhosis, hemopoietic disorder, gastrostaxis, or poisoning. 
Of the 241 patients 145 had hematemesis, 60 melana, 
and 36 both hematemesis and melzena. 


TABLE I—INCIDENCE OF HMORRHAGE IN PEPTIC ULCER 


Duo- Gastro- Site not 


Meeding” “leer ena Jejunal deter, casey 
Heematemesis ve 35 69 3 38 145 
Meleena ar a 13 42 2 3 60 
Hematemesis and 

meleena oa nie 11 23 2 0 36 
Total... a 59 s«134 7 11241 


Table I ‘shows how the cases were divided into four 
groups: 59 with gastric ulcers, 134 with duodenal 
ulcers, 7 with gastrojejunal ulcers, and 41 in which 
the precise situation of the ulcer could not be accurately 
determined by radiographic, operation, or autopsy 
findings. The case-history has not been considered 
a sufficiently accurate guide to the type of ulcer 
present. Witts (1937) has shown how the provisional 
and proved diagnoses often differ. The group of 
undetermined site (17 per cent. of the total cases) 
supports the studies of Hellier (1934), who included 
in his series of 303 cases of hamatemesis 72 of doubtful 
origin and 106 in which the history strongly suggested 
peptic ulcer but a radiogram was either negative or 
not obtained. Cullinan and Price (1932) found it 
possible to determine the exact site of the ulcer 
responsible for the bleeding in only 44 of 105 patients 
treated in St. Bartholomew’s Hospital. Hurst and 
Stewart (1929) and Hurst and tyle (1937) have 
pointed out that it is common to find no abnormality 
if radiography is postponed until three or four weeks 
after gastric hemorrhage. They say that hemor- 
rhage appears to hasten healing of the ulcer. 

In reviewing the factors concerned in the production 
of hemorrhage in peptic ulcer, sex, age, and occupa- 
tion have to be taken into account. With regard to 
the sex-incidence, males accounted for 60 per cent. 
of the gastric group and 72 per cent. of the larger 
duodenal group. The incidence of gastrojejunal 
ulcer was entirely male. On the other hand, in the 
group of cases in which the site of the ulcer was in 
doubt, the incidence was almost equal (20 males and 
21 females). It was noted in the gastric group that, 
whereas the males showed no significant variation 
due to age, most of the females were between 40 and 
60, contrary to the old-established view that hemat- 
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emesis was specially common in younger women. 
These results are supported by the findings of Cullinan 
and Price (1932), who suggest that this may be 
related to the disappearance of chlorotic angwmia. 
In the duodenal group the maximal incidence for 
females was between 25 and 50, the males again 
showing no significant variation. In considering 
occupation it must be recalled that the more highly 
paid sedentary and professional workers were excluded, 
for the series consisted entirely of hospital patients. 
Thus, in the male group only 11-5 per cent. were in 
sedentary employment—e.g., clerks—whereas 37 per 
cent. were engaged in heavy manual work. As 
might be expected, most (78 per cent.) of the females 
were employed in household duties. 


GASTRIC SECRETION 


Fractional test-meals were given to 191 of the 
patients investigated. Hyperchlorhydria was found 
in 61 per cent.; 24 per cent. were within normal 
limits on charts prepared after the standards of 
Bennett and Ryle (1921); 12 per cent. had hypo- 
chlorhydria ; and 3 per cent. had complete achlor- 
hydria. These last figures are of special interest in 
view of the finding of Hurst (1935) that excessive 
secretion of mucus from a concomitant gastritis 
will reduce the acid level even in peptic ulcer. It 
is perhaps significant that, where the test-meal 
showed hyperchlorhydria and the site of ulceration 
was definitely established, there were 4 duodenal 
cases for 1 gastric case. Table I shows a preponderance 
of duodenal over gastric ulcers of 2} to 1 in contrast 
to this ratio of 4 to 1. 

DIETETIC TREATMENT 

During the earlier part of the decade under review 
the treatment of hemorrhage followed the classical 
methods of gastric rest, as described by Willcox 
(1924). More recently, however, the regime was 
altered by shortening the semi-starvation period and 
giving the patient a diet of greater calorie value, 
of the type suggested by Hurst (1931). 


Low-calorie intake.—The aim of this earlier method 
was to ensure complete rest of the stomach by with- 
holding all mouth-feeding for two to four days after ad- 
mission. Morphine sulphate gr. } was given by injection 
immediately and thereafter twice daily. Hemorrhagic 
shock was combated by the administration of rectal 
salines with glucose. On cessation of frank bleeding, 
1 oz. drinks of albumin-water were given every hour. 
On the next day the amount was increased to 2 oz. 
two-hourly, and a similar quantity of peptonised 
milk was given every alternate hour. Thereafter the 
quantities were increased daily from an initial intake 
of 12 calories until on the eighth day of this diet the 
patient was receiving 1450 calories. At this point 
light diet was begun. 

High-calorie intake.—During the last three years 
of the period under review the preliminary starvation 
has been shortened and in some instances omitted. 
The administration of morphine and rectal salines 
was found to be beneficial and was continued. Many 
of the patients received from the day of admission 
a diet of the type suggested by Hurst (1931) for acute 
uleer (stage 1). The food value of this recent method 
of treatment—namely, 2900 calories—shows a very 
substantial increase over the earlier diet scheme. After 
a variable period of at least three weeks a further 
increase in diet was permitted (Hurst’s stage 11), the 
caloric intake now being some 3500 calories a day. 
On discharge from hospital each patient was given a 
sheet of dietetic instructions. 

Bland diet.—From the beginning of the series in 
some cases, mainly of milder severity with melena, 
au easily digested low-residue diet, having a calorie 
value of 2500 approximately, with alkalis and atropine, 
was given from the day of admission. 


Table II shows how the admissions in this series 
were allocated among the different diet schemes and 
gives the number of deaths in each group. Of the 
3 deaths after treatment with bland diet 2 were post- 
operative and 1 due to repeated severe hemorrhage 
five days after admission. 


TABLE JI—ANALYSIS OF DIETETIC TREATMENTS AND 


DEATHS 
Dietetic treatment Cases Deaths. 
Low-calorie intake  .. ee <a 165 20 
High-calorie intake .. a ae 44 0 
Bland diet used for slight cases en 53 3 


Of the 241 patients in this series 20 were admitted with 
hemorrhage on more than one occasion, making 262 admissions 
in all 


EARLY SURGICAL TREATMENT 

Surgical] aid was sought in 8 cases in which medical 
treatment during the first two weeks after admission 
had not arrested repeated severe hemorrhage: one 
patient died before any operation was carried out ; 
in another no lesion was found in the stomach or 
duodenum, and appendicectomy was performed, the 
patient making a good recovery ; in a third case, a 
woman aged 45, a chronic lesser-curvature ulcer 
was invaginated, and subsequent pyloric stenosis 
led to gastro-enterostomy being performed successfully 
two years later; and the remaining 5 patients died, 
giving a recovery-rate of 2 in 7 operations. In view 
of these disappointing results, which are in close 
accord with the findings of Cullinan and Price (1932) 
and Hurst and Ryle (1937), we feel that the part 
played by surgery in the early treatment of hemor- 
rhage from peptic ulcer is very small. (Surgical 
intervention for perforation or for pyloric stenosis 
is not within the scope of this paper.) 


FATALITY-RATE IN HEMORRHAGE FROM PEPTIC 
ULCER 


Recent writings on hemorrhage in peptic ulcer 
have shown considerable variations in mortality. 
Meulengracht (1937), in Copenhagen, has claimed 
the excellent fatality-rate of 1-3 per cent. in a series 
of 368 cases treated with his full purée diet, and in a 
later series (Meulengracht 1939) 10 patients died out 
of 491. Chiesman (1932) has shown a figure of 25 
per cent. in 191 cases of gross hematemesis and melena 
treated in St. Thomas’s Hospital. Paterson (1923-24) 
expressed a generally held opinion when he stated that 
of patients who bled severely and weretreated medically 
not more than 1 in 9 would die. The extreme varia- 
tions in the statistics quoted by different authorities, 
which have been tabulated by Babey and Hurst 
(1936), are in part due to the differing standards 
adopted. Some have lowered the fatality-rate by 
excluding all deaths not directly due to bleeding 
from the ulcer, whereas others have raised it by 
excluding from their series the less severe cases with 
melena only. Witts (1937) has pointed out that 
figures which are extremes from mass statistics 
have done little to clarify the issues as to treatment. 

There were 23 deaths in this series of 241 patients, 
giving a fatality-rate of 9-54 per cent. In arriving 
at these figures, all deaths have been included. Thus, 
among the 23 fatal cases there are 5 in which death 
was due to some postoperative complication : surgical 
shock 3, pneumonia 1, and paralytic ileus 1. There 
have been included, in the patients treated medically, 
3 who died with pneumonia, 1 with cerebral throm- 
bosis, 1 with malignant hypertension, and 1 a 
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chronic alcoholic. All these cases have been incor- 
porated in our total of 23 deaths, because bleeding 
from peptic ulcer led to their admission to hospital. 
Had these cases been excluded and the fatality-rate 
expressed in terms of patients actually bleeding to 
death in medical wards, the figure would have been 
much lower (4:98 per cent.), but it seemed more 
informative to consider the total fatality-rate from 
all causes, as was done by Cullinan and Price (1932) 
in their careful review of hematemesis. 

The patients who died included 20 males and 
3 females, the average age at death being 51, and 
most of them had had symptoms of long duration. 
Of these patients 11 had gastric ulcers, 5 duodenal, 
and 1 a gastrojejunal ulcer, and in 6 the site of the 
uleer was not determined. Of cases with operative 
or autopsy proof, acute ulcers were found in 3 and 
chronis ulcers in 8 (in one instance both varieties 
were present). The site of all the fatal chronic 
ulcers was either on the posterior aspect of the lesser 
curvature of the stomach close to the pylorus or 
on the posterior wall of the first part of the duodenum. 
These ulcers were closely related to the gastro- 
duodenal and right gastric branches of the hepatic 
artery. Apart from three postoperative deaths, 
there had been repeated hemorrhages in all the fatal 
eases. No patient in this series died from a single 
hemorrhage. 


Duration of hbleeding.—Whatever the type of 
treatment employed, no significant variation in the 
duration of bleeding after admission to hospital 
was noticed in either sex. In this series the average 
time taken for the faeces to become negative to tests 
for occult blood was twelve days. Meulengracht 
(1935) has pointed out that haemorrhage does not 
necessarily take place during the whole of this period. 
An intravenous injection of normal saline was given 
in 5 cases, and in 14 the severity of the bleeding 
necessitated blood-transfusion, 


TREATMENT OF THE ANEMIA 

In this paper no attempt has been made to compare 
the value of the different preparations of iron on any 
accurate basis. The anemia which results from hemor- 
rhage in peptic ulcer does not lend itself well to such 
a study. Thus the remarkable powers of recupera- 
tion shown by a healthy hemopoietic system after 
a single hemorrhage are well demonstrated by the 
case of a young adult whose hemoglobin percentage 
after hematemesis was 43 and rose to 73 in thirty- 
five days without any iron medication. Various 
preparations of iron were used during the ten-year 
period under observation. Of these injectio ferri 
(Molteni), which was used to some extent in the earlier 
years, was found to be of negligible value. For 
example, a patient was given thirty-two daily injec- 
tions with an increase in hemoglobin of only 7 per 
cent. Other preparations used were iron and 
ammonium citrate and the saccharated carbonate of 
iron. These both gave excellent results, as the 
following typical cases show :— 





(1) A man received gr. 90 of the scale preparation 
daily for twenty-two days, his hemoglobin rising 
from 37 to 68 per cent. 

(2) With gr. 90 of the saccharated carbonate of 
iron daily a rise of 45 in the haemoglobin percentage 
took place over a period of thirty-five days. 


CONCLUSIONS 

In the present series, in which deaths from all 
causes have been considered, the fatality-rate is 
9-54 per cent. Three types of treatment have been 
employed during the decade under observation. 
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The fatality-rate in the 165 cases treated with the 
original low-calorie intake diet was 12-1 per cent. 
Throughout the ten-year period under review patients 
with massive hemorrhage were usually treated by 
this method. The 53 cases treated with bland diet 
had a fatality-rate of 5-6 per cent. There were no 
deaths in the 44 cases treated with the recent high- 
calorie intake. In an endeavour to assess the value 
of this more liberal diet, the fatality-rates in all types 
of cases have been contrasted before and after the 
beginning of its use. A reduction from 10-8 to 
6-15 per cent. followed its introduction, the forme: 
figure being the fatality-rate in 169 patients during 
the first seven years of the period under review. It 
seems reasonable to conclude that more generous 
feeding is an important factor in assisting recovery 
from hemorrhage in peptic ulcer. 

The extremely low recovery-rate after operations 
2 in 7 in this series—indicates the extremely hazardous 
nature of surgical intervention in recent haemorrhage 
in peptic ulcer. Moreover, as happened in one of our 
surviving cases, no definite bleeding point may be 
found at laparotomy. Consequently, the function 
of surgery in hemorrhage from peptic ulcer appears 
to be very limited, 

SUMMARY 

(1) A series of 241 consecutive cases of hiemor 
rhage in peptie ulcer has been reviewed, mainly 
from a therapeutic aspect. The patients were 
divided into four groups: 59 with gastric ulcers, 134 
with duodenal ulcers, 7 with gastrojejunal ulcers, 
and 41 in whom the precise situation of the ulcer 
could not be accurately determined. Males accounted 
for 60 per cent. of the gastric ulcer group and 72 per 
cent. of the larger duodenal group. 

(2) Hyperchlorhydria was present in most (61 per 
cent.) of the patients, but 12 per cent. had hypo- 
chlorhydria and 3 per cent. complete achlorhydria. 

(3) Recovery-rates after operation have shown 
that the part played by surgery in the treatment of 
hemorrhage in peptic ulcer is very small. 

(4) In this series the fatality-rate from all causes 
was 9-54 per cent. In the earlier part of the period 
under investigation, when the treatment given was 
the classical low-calorie intake, the fatality-rate was 
10-8 per cent. in 169 patients, but after the intro- 
duction of more generous diets the figure fell to 6-15 
per cent. in 72 patients. None of those treated with 
the newer high-calorie intake (Hurst’s diet schemes) 
died. 

(5) The majority of the fatal cases had chronic 
ulcers in the pyloric region, either on the posterior 
wall of the stomach (11) or of the duodenum (5), 
vessels having been eroded. All the patients that 
died had had hemorrhage more than once. 

(6) In the treatment of the consequent anzemia 
excellent results followed the administration of iron 
and ammonium citrate, or the saccharated carbonate 
of iron, in large doses ; but remarkable recuperation 
of blood may follow a single hemorrhage, without 
any iron being given. Injections of iron were almost 
useless. 


Our sincere thanks are due to Dr. George A. Allan, 
who suggested this investigation, placed his case- 
records at our disposal, and greatly helped us with 
advice and criticism; and to Miss P. Rose, sister- 
dietitian in the Western Infirmary, for her valued 
supervision of the diet schemes. 
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LATE SEQUELZ OF PULMONARY 


EMBOLISM 
By Tuomas H. Bett, B.Sec., M.B. Toronto 
SENIOR ASSISTANT IN PATHOLOGY, BRITISH POSTGRADUATE 
MEDICAL SCHOOL, LONDON 


FROM a clinical point of view pulmonary embolism 
is rarely if ever regarded as the cause of chronic 
disease. The usual picture is that of a more or 
less acute illness which passes fairly quickly from 
one episode to another and ends in either death or 
recovery in a matter of days or weeks. Yet a careful 
study of the pulmonary arteries at many autopsies 


makes it clear that we have sometimes to reckon 
with long-standing lesions and morbid processes 


which appear to be the result of emboli lodged in 
the lungs months or even years before death. 

For want of a better term the condition which I 
propose to describe may be called *‘ chronic embolisa- 
tion of the pulmonary arteries.” I have collected 
four representative cases which illustrate the progres- 
sive phases of this morbid process, The first patient 
survived for four months and the others 
for longer periods up to six years or more, The 
nature of the lesions became apparent only at autopsy. 
Then it seemed evident that what were probably 
embolic seizures had been regarded clinically as heart 
attacks or, if the lung was infarcted, as pneumonia, 
The diagnosis was rendered the more difficult during 


three or 


life by the lack of any manifest source of emboli. 
My colleague Dr. Paul Wood has now had some 
success in recognising this type of case clinically 
and will shortly report his findings. Only a brief 


outline of the clinical histories is given here. My 
main object is to describe certain unusual lesions 
of the pulmonary arteries and to show that they 
are of embolic origin. 


CASE-RECORDS 


CAsE 1,—A tall robust young man, aged 28, 
previously healthy, injured his left knee in a motor 
accident. The wound became infected, and the 
thigh had to be incised for the drainage of pus, but 
after five weeks recovery seemed more or less complete. 
Thereafter he suffered recurrent attacks of pulmonary 
embolism with pleuritic pain and _ bloodstained 
sputum, There were three or four episodes of 
increasing severity at intervals of some weeks before 
the fatal seizure five months after the injury. 

Autopsy.—Much dilatation and some hypertrophy 
of the right ventricle. Evidence of congestive heart- 
failure. Large emboli, old and recent, of pulmonary 
arteries (fig. 1). Old and recent thrombosis of left 
iliac veins, No septic focus found in relation to the 
thrombosed veins, 


Earlier post-mortem investigations on pulmonary 
embolism have made it abundantly clear that 
migration of venous thrombus to the lungs is seldom 
confined to a single event but tends to recur (Belt 
1934). In most instances there are multiple emboli, 
and it is usually obvious that they have migrated 
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at intervals rather than all at once, Case 1 is an 
example of recurrences over a period of three or 
four months. The emboli apparently arose from a 
long-standing subclinical thrombosis of the left 
internal and common iliac veins. This thrombosis 
was probably a sequel to the injury of the left leg, 
but the causal relationship was no longer apparent. 
Three of the larger emboli may be seen in fig. 1. 
They are numbered in the apparent order of their 
occurrence, The first (1) is a firmly adherent tough 
contracted mass of organising clot which practically 
occludes the right lower branch. It is partly reeanal- 
ised and would correspond to one of the earlier 
seizures, probably three months before death. The 
second (2), whith is firmly adherent to the vessel 
wall and partly bleached though not yet contracted, 





Fic. 1—Lungs and main pulmonary arteries of case 1, 
showing three large emboli numbered in the order of 
their occurrence: (1) probably two or three months 
old and so far organised as to be tough and contracted ; 
(2) firmly adherent, partly organised, probably six weeks 
old; and (3) recent. (Pathological British 
Postgraduate Medical School.) 


museum, 


might be six weeks old. The third embolus (3) 
caused death within a few minutes. The degree of 
obstruction occasioned by these emboli had had an 
obvious effect on the right ventricle. It was not only 
dilated but also hypertrophied, and the abdominal 
viscera showed chronic vascular congestion. Had this 
patient escaped the final embolism he might well have 
developed the same sort of picture as that of case 4. 

CASE 2,—Female, aged 77, died on April 4, 1933. 
An anemic old lady with effort dyspnoea and periodic 
swelling of feet for two years. Kecurrent attacks of 
pleural pain and weakness for about six months. 
In hospital from Nov. 1 to Dec. 20, 1932, treated 
for coronary disease of heart complicated by broncho- 
pneumonia. Readmitted on Feb, 25, 1933, with air- 
hunger, having suffered two sudden painless attacks 
of faintness and suffocation a short time previously. 
Gradual decline with congestive heart-failure. 

Autopsy.—Heart weighed 300 g. The pericardium 
was adherent, the right heart much dilated. Secondary 
branches of pulmonary arteries practically all 
occluded with old and recent emboli (fig. 2) which 
had arisen from a silent thrombus in right external 
iliac vein. Several small hemorrhagic infarcts of 
the lungs with associated pleurisy. 





Here there were too many complications to afford 
a good general picture of the late results of embolism, 
but the case is noteworthy for certain morbid ana- 
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tomical features which make it possible to trace the 
fate of an embolus through various stages of organisa- 
tion to its ultimate cicatricial state. The structure 
marked (1) in fig. 2 would searcely be recognised 
as an embolus except in the company of the later 


arrivals, for it has been transformed into a tough 
white cord-like structure. It has a three-cornered 
attachment; its ends are secured to the wall of 


the larger vessel, and its middle to the promontory 
of an intervening bifurcation. Its length lies more 
or less parallel to the direction of the main blood- 
stream. Microscopically it has the character of a 
fully organised blood-clot. The surface is covered 
by an indistinct endothelial membrane and slightly 


roughened by a few minute deposits of platelet 
thrombus. Here and there throughout the mass 
are clusters of hamosiderin pigment, a point of 


some importance to be discussed more fully in the 
account of the next case. 


CASE 3.—A stout blind man, aged 48, who died 
Feb. 5, 1939, with heart-failure a few days after 
surgical repair of a congenital diaphragmatic hernia, 
Little is known of his previous history except that 
he had had effort dyspnoea for some months, 
Autopsy.—Postoperative paralytic ileus. Cor pul- 
monale with chronic vascular congestion of viscera. 
Fibrous stenosis of pulmonary arteries, possibly due 
to organised emboli (figs. 3 and 4). Left femoral 
and popliteal veins scarred and trabeculated like the 


vein in fig. 7. No recent emboli were found, 


At first sight the peculiar changes in the pulmonary 
arteries of this case are not easily recognised as of 
embolic origin. Each lesion consists of a fibrous 
cord-like structure attached only at its extremities, 
that its length is suspended tightly but freely 
in the lumen of the vessel, more or less parallel to the 


sO 


direction of the main blood current. It is similar 
to the older lesions in the preceding case. Under 
the microscope the appearances are those of an 


organised clot with rich deposits of hemosiderin,. 
These fibrous bands must be but a fraction of the size 
of the original clot. The contraction which they 
have undergone has puckered the vessel and reduced 





Fic. 3 


showing 


-Part of right lung of case 3, Fic. 4 
secondary divisions of 
pulmonary artery with one large 
fibrous cord (stretched over for- 
ceps) representing a completely 
organised blood-clot. 


showing 


clots. 


Part of left lung of case 3, 
secondary 
pulmonary arteries with numerous 
trabecule representing organised 
Many are deeply coloured 
with old blood pigment. 
divisions scarred and stenosed, 
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Fic. 2—Part of right lung of case 2, showing secondary 
divisions of pulmonary artery with four emboli numbered 
in the order of their occurrence : (1) solid, white, fibrous, 
probably six months old ; (2) partly organised ; (3) and 
(4) recent, (Pathological museum, Banting Institute.) 


the lumina, particularly in the tertiary branches, 
producing a good deal of obstruction, which had 
caused a notable hypertrophy of the right heart, 
The primary and secondary divisions of the pulmonary 
arteries were dilated, rather inelastic, and flecked 
with fatty streaks, probably as a result of pulmonary 
hypertension. 

It might well be asked, Was not the original clot 
autochthonous rather than embolic? The 
is in the negative for the following reasons : 


answer 
(1) the 





Fic. 5 
showing 
lower lobe (hilus held open with 


Part of left lung of case 4, 


divisions of pulmonary artery to 


match A) with puckered trabec- 
ulated scar apparently repre- 
senting result of embolism six 
years earlier, 


Tertiary 
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lesion conforms to old embolus 


(2) it is attached only 
to the arterial wall, whereas an autoch- 
thrombus might be expected to be 


the pattern of an 
as seen in the previous case ; 
at its ends 


thonous more 


sessile; (3) the location of the lesion corresponds 
to that where emboli commonly lodge; (4) the 
slender elongated form suggests that the original 


clot was cylindrical 


tation 


like an embolus; (5) 
that it was originally a loose-lying 
clot whipped out in the direction of the blood-stream ; 
6) there is no obvious intrinsic cause for thrombosis 
in these vessels; (7 


its orien- 


suggests 


similar organised clot was found 
in the leg veins, providing proof of a potential source 
of embolism; and (8) there is evidence to 
that embolism is many commoner than 
iutochthonous thrombosis of the pulmonary arteries 

Jelt 1939b). 

rhe lesion which we regard as an organised embolus 
is not necessarily static. 


strong 


show times 


There may be microscopic 


deposits of secondary thrombus on its surfaces, These 
tend to recur and undergo organisation somewhat 
like the verrucose vegetations of rheumatic heart- 


disease and may lead to progressive scarring ; or there 
may be extensive development of secondary thrombus, 


as in case 4, 


CASE 4,—A stout plethoric female, aged 67, chronic 
alcoholic, with congestive heart-failure, died unex- 
pectedly on Dec. 11, 1934, shortly after a sudden 
painless seizure of breathlessness. Six years earlier 
she had had a similar seizure, which was diagnosed 
as a heart attack and followed by an illness regarded 
as pneumonia, Since then she had been weak, short 
of breath, cyanosed, and subject to swelling of the 
feet and ankles. 

tutopsy.—Cor pulmonale, old 
searring of pulmonary arteries 
(fig. 5), recent emboli of tertiary 
branches, and a large plaque-like 
thrombus of right main branch 
(fig. 6). The emboli had arisen 
from leg veins, which showed old 
and recent thrombosis (fig. 7). 
The lungs were not infarcted, 


This is the type of case which 
best exemplifies the late sequel 


of pulmonary embolism, The 
clinical picture was not unlike 
that of Ayerza’s syndrome. The 


right ventricle was as large and 
almost as thick-walled as the left 
(fig. 6), affording a good example 
of cor pulmonale. There was 
extensive scarring of the larger 
pulmonary vessels, which prob- 
ably dated back six years to the 
serious illness recorded in the 
history. Here the scar consists 
of a tangled contracted network 
of fibrous trabecule (fig. 5). 
Again it may well be asked, 
Why is this lesion to be regarded 
as embolic? The answer is, For 
the same reasons as advanced in 





Fic. 7—Right fem. the preceding case. Here there is 
oral vein of case even less doubt, for the fatal issue 
4, showing cica- was determined by embolism. 
tricial trabecula- The large plaque-like thrombus 
tion, thickening, half filling the right pulmonary 


and distortion due artery (fig. 6) is of some duration 


to organised ang has its roots in an old sear 


stern tna similar to the sear on the left 
part had given ‘Side pictured in fig. 5. It is not 
rise to fresh em. difficult to see how such scars 
boli. as these might result from the 
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Fic, 6—Heart and lungs of case 4, showing large tongue- 
shaped thrombus half filling right pulmonary artery ; 
dilatation of pulmonary trunk; and hypertrophy of 
right ventricle, (Pathological museum, Banting 
Institute.) 


organisation of large emboli like those in case 1; 
the location is more or less the game in both cases 
namely, just inside the hilus. 


DISCUSSION 

Cord-like scars in the pulmonary arteries similar 
to those described have been observed in a few 
instances by others. Zahn (1889) recorded one case 
with a peculiar web-like fibrous lesion which he 
regarded as a congenital anomaly. Saphir (1932) 
saw the condition twice and took it as evidence of 
organised thrombus. He thought the thrombus had 
been autochthonous, due to atheromatous change, 
though he said he could not be sure that it was not 


embolic. It is perhaps significant that Zahn’s 
patient and one of Saphir’s died of pulmonary 
embolism. 

Like Moller (1922), who observed the lesion in 


4 cases, I have little doubt that it represents a late 
result of embolism. In routine autopsies one sees 
so many emboli of the lungs (Belt 1939a), if one is 
on the look-out for them (emboli which, for the 
most part, are undiagnosed clinically), and so few 
eases of primary pulmonary thrombosis that, when 
it comes to a question of deciding between the two, 
I always think of embolism first, though I am well 
aware that this is not the common teaching. Of 
my 4 cases probably no one will doubt that the 
first 2 are examples of recurrent embolism. Con- 
cerning the others there may be some question, but 
I have tried to show how the emboli in the first 2 
may have their counterpart in the older lesions of 
the second 2, and I have proved a potential source 
of embolism in all. 

Case 4 might well have been regarded as an instance 
of primary pulmonary thrombosis, if a careful dis- 


section of the pulmonary arteries and peripheral 
veins had not been made. The recent emboli and 
the long-standing venous thrombosis might easily 


have been overlooked. 


Of all the cases of pulmonary 
thrombosis 


collected by Fowler (1934) one may 
wonder what proportion of them would have shown 
evidence of an embolic origin if it had been sought. 
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Among the few people to suggest an embolic back- 
ground in cases of this type are M@ller (1922) and 
Ljungdahl (1928). 

If our interpretation be correct, recurrent embolism 
is a possible cause of chronic pulmonary obstruction 
and cor pulmonale. Some cases of Ayerza’s disease 
may perhaps also be explained on this basis. It 
seems to me that stenosing lesions of the pulmonary 
arterioles, usually regarded as a form of endarteritis 
obliterans, may sometimes be caused by minute 
embolisms recurring perhaps over long intervals, but 
I put this observation merely in the form of a 
suggestion. 


SUMMARY 


After a non-fatal attack of pulmonary embolism 
recovery is not always complete. Not only does the 
embolism tend to recur but also organising emboli 
may produce cicatricial stenosis of the pulmonary 
arteries and lead to secondary thrombosis. 

Four cases are described which purport to show 
how these sequele of pulmonary embolism may some- 
times cause a chronic illness by producing progressive 
pulmonary obstruction. 

Recurrent thrombo-embolism may arise more or 
less dé novo without antecedent illness and without 
obvious thrombophlebitis. 


I am indebted to Prof. Duncan Graham, of Toronto, 
and Sir Frederick Menzies, chief medical officer of 
health for the county of London, for permission to 
publish these case-records, and to Mr. E. V. Willmott 
and Miss M. H. Shaw for the care they have taken 
with the photographs. 
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DURATION OF LABOUR IN PRIMIPAR& 


By VIOLET SPILLER, M.D. Geneva, M.R.C.S., D.P.H. 
LATE INPATIENT OBSTETRIC ASSISTANT TO THE OBSTETRICAL AND 
GYNECOLOGICAL UNIT, ROYAL FREE HOSPITAL, LONDON. 


Tue effect of various factors on the duration of 
labour is one of the questions uppermost in the mind 
of anyone controlling the administration of analgesics 
and anesthetics in labour. The many inquiries that 
have been made are for the most part incomplete and 
not comparable, the probable error of the mean not 
having been calculated. 

An analysis has here been prepared of the duration 
of the first and second stages of labour in 1400 con- 
secutive primipare delivered by the vaginal route (in- 
cluding forceps cases) in the obstetrical and gynzco- 
logical unit of the Royal Free Hospital from January, 
1935, to December, 1937. The ages of the patients 
range from sixteen to forty-five years, and, as can be 
seen in table I, nearly two-fifths were between twenty- 
four and twenty-seven. Only 3-5 per cent. were under 
twenty, and 6-5 per cent. were over thirty-three. For 
the present purpose those between eighteen and 
thirty-nine have been divided into two-year age- 
groups. 

In fig. 1 the average lengths of the first and second 
stages taken together and of the second stage alone 
are shown graphically. The graph seems to support 
the popular belief that the younger the mother the 
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TABLE I—DISTRIBUTION OF CASES ACCORDING TO AGE 
Age last Number of cases er Witla 
birthday = 1935 1936 1937 aaa a 

16-17 — —- - 6 O-4 
18-19 12 19 12 43 31 
20-21 44 42 32 118 8-4 
22-23 58 77 60 195 13-9 
24-25 66 88 105 259 18-4 
26-27 71 106 92 269 19-2 
28-29 64 75 77 216 15°3 
30-31 25 52 54 131 9-4 
32-33 23 22 30 75 4 
34-35 17 17 15 49 3°5 
36-37 3 7 10 20 1-4 
38-39 6 1 4 13 0-9 
40-45 - - — 9 0-7 

Total.. 1403 ~- 


shorter the labour, thus agreeing with De Lee (1933), 
Nathanson (1935), Daichman (1932), Miller (1931-32), 
and others. When, however, the differences between 
the means (see table II) and the standard errors of 
the differences between the means for the duration of 
labour for each age-group are estimated, it is found 


TABLE II—pDISTRIBUTION 


OF DURATION OF LABOUR AT 
DIFFERENT AGES 
Dura- —_ 
tion in 18- 20—- 22- 24— 2€- 28- 30-— 32- 34- 36- 38 
hours | 19 | 21 | 23 25 | 37 | 39 |31-' 33 | 35 |87 | 39 
2-7 6 14 25 #19 32 22 41 6 Ve 1 
8-13 | 12 45! 50 84) 68 | 56 3017 | 11 } 5 
14-19 S| 16 | 36 |. 64.| 68 | 96) 29) 26) 21 1 2 
20-25 | 10/20 19 34 35 29) 25! 10 8 2 
26-31 5 S| 4 | 30 | 17 |17|\% y ) 3 2 
32-37 2 4/38) 10) 14 14) 12 4 1 2 
38-43 5 9 S| | 21 2 4 5 1 2 
44-49 3 9 5 8 4 5 4 1 — 1 
50-55 - 1 4 4 . 5 6 3 1 
56-61 1 - 2 4 2 1 2 l 2 1 
62-67 - 1 3 2 4 ) 1 1 
68-73 - 2 1 2 2 l l 
74-79 1 1 2 1 2 1 2 
80-85 1 1 1 1 1 1 1 
86-91 - _— 2 
92-97 - 1 - 1 1 _ 
98-103 ~ 1 1 
104-109 Lj- 2 
110-115 
116-121 1 -- ~ 
122-127 - - — - 
128-133 — - 1 - - 
Totals $3 118 195 259 269 216 131 75 49 20 13 
Mean.. 201 20-1 21:1 22-4.24-7 24-5 262 9 275 
CE. :. 1:3 1:1 09 1:1 1:3 1-6 1-7 3-4 


S.M. = Standard error of mean. 
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that the difference in duration from one age-group to 
the next is not statistically significant. But if the 
duration in one age-group is compared with that in 
a group separated from it by several years the differ- 
ence becomes slightly significant. 

The correlation between age and duration of labour 
is low but definitely positive (r - 0-12 + 0-02). 
This fits in with the experience of Berkeley and 
sjonney, though they say that the increase is only 
slight after the age of thirty. Frey (1933), Frey and 
Maeder (1933), Quigley (1931), and Calkins, Irvine, 
and Horsley (1930) do not admit that age has any 
influence on the course of the first and second stages. 
Calkins, however, was investigating a group consisting 
of multipare as well as primiparw#, whereas we are 
there dealing with primiparz only. Also their series 
was even smaller than ours (1250). They found no 
evidence of correlation between age and length of 
labour, and conclude that the only important factor 
is parity. 

All the patients in our series received analgesics, 
such as potassium bromide, gr. 30, with chloral 
hydrate, gr. 30, and gas and air by the Minnitt 
apparatus ; a small proportion received drugs of the 
barbiturie acid group, Opoidine or rectal ether, during 
labour. Many patients were of the highly nervous 
type. 

It is thus interesting to compare the average length 
of labour in this series with that reported by others. 
Quigley (1931) found that the average length of 
labour in 300 patients of thirty and over was 17 hours. 
Roeder (1937), who considers patients of thirty-five 
and over elderly, found that in 113 such cases the 
average length of labour was as low as 13 hours 9 min. 
In Nathanson’s (1935) series of 186 cases aged between 
thirty-five and forty-six, the average was 18} hours. 
Daichman (1932) grouped those aged thirty-eight to 
forty-four as elderly and found that the average in 
48 such patients was 22} hours. Douglas Miller 


(1931-32) found 
28 























the average in 
27- : 88 — of forty 
and over was 
26 s TOTAL LABOUR + 214 hours. 
The average 
25- 7 
length of labour 
24F 1 of all the 
% 23+ + patients be- 
SS tween the age 
g 22Fr 7 of eighteen and 
2I 4 thirty-nine in 
ee ae ee the present 
series was 
2nd. STAGE higher, being 23 
eee 7— hours 39 min. 
i i i 1 i i But if we take, 
oe N 2 ££ R & & &B B for example, 
i ‘ ' ‘ ! ' ‘ 
2 uN * © © QO w © the group of 
ew a eS Se patients aged 
Fic. 1—Average length of total twenty-four to 
labour (above) and the second stage twenty-seven 


(below) in age-group. (nearly two- 
fifths of the 
total) we find that 65 per cent. of these had a con- 
siderably shorter labour than the average, which for 
this group was 22 hours, and half the patients had 
labours lasting between 7 and 18 hours, This is 
illustrated in fig. 2, where the peak on the graph, or, 
statistically speaking, the mode, is at 13 hours. 


SUMMARY 


In 1400 consecutive primipare delivered by the 
vaginal route, all of whom received analgesics during 
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Fic. 2—Distribution curve of length of total 
patients aged 24-27. 


labour in 


labour, there was a low but definitely positive corre- 
lation between age and duration of labour. 

The average length of labour of those between the 
ages of eighteen and thirty-nine was 23 hours 39 min. 
Half the patients had labours lasting less than 20 
hours. 

I am indebted to Prof. Amy M. Fleming for her help 
with this work. 
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Many claims have been made that blood comple- 
ment is reduced in amount in several diseases. 


Paul and Pélyi (1935) described a slight fall in 
complement in allergic states, but the alteration was 
not great and was not found by Tilden (1934). More 
pronounced disturbances of complement activity have 
been described in yellow fever by da Costa Cruz 
(1929a and b), and this was not due to anticomple- 
mentary activity. Goldner (1929) concluded that 
complement was reduced in amount in all diseases 
involving extensive damage to the liver, and slight 
reductions have been described in eclampsia by 
Goldschmidt-Fiirstner (1931). Slight alterations have 
been described in acute rheumatism by Veil (1932) 
and by Veil and Buchholz (1932) and in pneumonia 
by Dick (1912). In most of the above instances the 
disturbance was insignificant, and very few investi- 
gators made any examination of the range of 
complement activity in normal people. 
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A very pronounced disturbance in complement 
activity is found in acute nephritis (Gunn 1914, 
Kellet 1936, Kellet and Thomson 1939), and this 
fact may throw some light on its etiology. Longeope 
(1929) and his co-workers have observed that the 
skin-reactivity of patients with glomerulonephritis 
to filtrates of cultures of hemolytic streptococci is 
very much greater than in other forms of streptococcal 
infection, such as uncomplicated tonsillitis. According 
to Friedemann and Deicher (1928) the blood of 
patients with postscarlatinal glomerulonephritis con- 
tains a greater concentration of antibodies than does 
the blood in non-nephritic cases of searlatina at a 
comparable stage of convalescence. Further, acute 
glomerulonephritis has been produced in rabbits by 
a nephrotoxic serum (Masugi 1933, 1934, Arnott, 
Kellar, and Matthew 1936). The clinical, bacterio- 
logical, and experimental evidence, therefore, appears 
to indicate that diffuse glomerulonephritis is due 
either to a greatly exaggerated acquired sensitivity 
of the kidneys to the products of the streptococcus 
or to the effects of an exceptionally vigorous antibody- 
antigen reaction, such as might take place during 
the period of regression of the infection. 

It has been suggested, apparently on comparatively 
little evidence, that pre-eclamptic toxemia and 
eclampsia are also due to a similar type of reaction. 
Pregnancy toxemias and acute nephritis have 
several points incommon : both of them are associated 
with albuminuria, hypertension, and cdema, and 
both tend to progress towards a_ hypertensive 
encephalopathy. There are also glomerular changes 
in eclampsia, which, however, are much less pro- 
nounced than in glomerulonephritis (Baird and Dunn 
1933, Kellar, Arnott, and Matthew 1937). In the 
light of these known similarities between acute 
glomerulonephritis and eclampsia an attempt has 
been made to determine whether the similarity 
includes a reduction in blood complement. For this 
purpose many normal people were examined to 
establish the normal range of blood complement, 
which was then examined in cases of acute nephritis, 
healthy pregnancy, pre-eclamptic toxemia, and 
eclampsia. 


TECHNIQUE 

Various amounts of serum were added to 0-5 c.em. 
of a 3 per cent. suspension of sheep’s red cells sensitised 
by the addition of 7 M.H.D. of hemolytic antibody, 
The range of serum examined was: 0-02, 0-04, 0-06, 
0-08, 0-1, 0-15, 0-2, 0-4 c.em., and the activity was 
taken to be represented by the reciprocal of the 
smallest amount of serum producing complete Lysis 
of the cells after incubating the mixtures for two 
hours at 37° C, 

So that the results of all the tests done over a 
given period should be comparable, a preserved 
complement was titrated withevery batch. According 
as the activity of the preserved complement varied 
with the suspension of cells used, adjustments, usually 
slight, were made in the activities of the complements 
under test. 


RESULTS 


The complement content of the blood of 126 
normally healthy patients in hospital for some minor 
gynecological condition was observed. In this control 
series complete hwmolysis of the test amount of 
cells was obtained with 0-2 c.cm. or less of serum in 

22 patients, and in the remaining 4 patients 0-4 ¢.cm. 
of serum was necessary to produce complete lysis. 
In these 4 there was obvious partial lysis with 0-2 ¢.cm. 


and with 0-1 ¢.cm., although 0-4 ¢.cm. was the amount 
required to produce complete lysis. 

Acute nephritis—Of 18 patients with acute 
glomerulonephritis 5 had their blood complement esti- 
mated once, 3 twice, and the remaining 10 three or 
more times. Of the 5 patients examined only once 
1 showed a normal complement content, and of the 3 
examined twice 1 showed a normal complement. In 
each of the remaining 16 a reduction of complement 
was found. In many instances there was apparently 
no complement present at all, but there was no 
obvious correlation between complement content and 
any of the clinical features, such as albuminuria, 
hypertension, and fever. In 2 cases a complete 
absence of complement activity was found on the 
same day that the blood-urea was normal, showing 
that the absence of complement was not due to an 
inhibition of its activity by retained nitrogenous 
substances. In another case the blood showed only 
the slightest trace of complement long after the 
patient had been discharged as cured. 

Pregnancy control series.—Complement estimations 
were carried out on the blood of 157 women at all 
stages of pregnancy, and all showed a normal 
activity. 

Pre-eclamptic toremia.—In 33 patients with typical 
pre-eclamptic toxemia, characterised by hypertension, 
albuminuria, and cedema, who were examined on one 
or more occasions, no reduction in the complement 
was detected. 

Eclampsia.— Repeated examinations were made 
on 8 cases of eclampsia during the convulsive phase, 
and no disturbance of blood complement was found. 


DISCUSSION 

We can therefore confirm the almost invariable 
reduction in complement in the blood in acute 
glomerulonephritis. There is apparently no alteration 
in the blood complement in pre-eclamptic toxemia 
or in eclampsia. The similarity between acute 
glomerulonephritis and eclampsia does not, therefore, 
include this suggestion of a disordered immunity 
reaction. It appears likely that the similarity is due 
to the fact that they both share a widespread 
arteriolar spasm which is productive of hypertension, 
albuminuria, encephalopathy, and possibly cedema. 


SUMMARY 


Blood complement is reduced in acute nephritis, 
but there is no reduction in the toxemias of pregnancy. 


The work was done during the tenure of a Shaw 
Macfie Lang fellowship (W. M. A.) and a Kirk 
Duncanson fellowship of the Royal College of 
Physicians (G. D. M.). We wish to express our 
indebtedness to the Medical Research Council and 
the Earl of Moray Endowment for expenses grants. 
We are much indebted to Prof. D. M. Dunlop, Dr. 
T. J. Mackie, and Dr. R. W. Johnstone for their 
advice and encouragement and to the physicians of 
the Royal Infirmary and the Royal Maternity 
Hospital for access to patients under their care. We 
are also grateful to Dr. W. I. C. Morris, consulting 
obstetrician to Ayr county council, for samples of 
blood from cases of eclampsia. 
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HAMATURIA DURING TREATMENT 
WITH M. & B. 693 


By T. C. Backnousek, M.B. Melb. D.P.H. 


+OVERNMENT PATHOLOGIST AND BACTERIOLOGIST, RABAUL, 
NEW GUINEA 


Art the end of October, 1938, I began to treat 
native pneumonia cases with M. & B. 693. The 
ninth patient referred for this treatment was a boy 
of about 16 who presented signs of acute bronchitis 
and some suggestion of incipient bronchopneumonia. 
Although he did not seem to be altogether a suitable 
case for inclusion in what was supposed to be a trial 
series, it was decided to treat him. 


CASE-RECORD 


The boy was given 2 g. of the drug at 2 P.M., 1 g. 
at 6 P.M., 1 g. at 10 P.M. and no more until the 
following morning at 6 A.M., when he received another 
1 g., making a total of 5 g. in 16 hours. When seen 
at 8 A.M, he was rolling about and calling out appar- 
ently in great pain. He was holding his hands to his 
suprapubic region and kept trying to pass urine. 
When he succeeded it was a mere bloodstained trickle, 
and the act seemed to cause pain. In addition to 
blood the urine contained an obvious white crystalline 
deposit, and a white incrustation formed about the 
urinary meatus. The patient was vomiting at intervals 
and appeared to have recurrent spasms of pain in 
the lower abdomen. He did not look toxic or seriously 
ill apart from his extreme discomfort. The pain was 
relieved by a small dose of morphia and hot applica- 
tions, his M. & B. 693 was stopped forthwith and he 
was put on a potassium citrate mixture and 
encouraged to drink freely. He continued to pass 
small amounts of bloodstained urine during that 
day but the acute symptoms quickly subsided, and 
by the following morning the urine had increased 
to a satisfactory quantity and was progressively 
clearing. 

The urine on the day of onset was strongly acid in 
reaction, Microscopically, the deposit showed masses 
of red blood-cells and crystals. These crystals, which 
were to become very familiar objects, resembled in 
shape the cross section of a fairly thick convex lens 
with a peripheral portion of one are shorn off. They 
occurred singly or in formidable spiky agglomerations. 
On the second day the urine was light amber, some- 
what opalescent, acid, and showed a trace of albumin ; 
microscopically, red cells were still fairly numerous, 
and there were many crystals of the form described. 
Next day the findings were similar. except that the 
lenticular crystals were replaced by an occasional 
sheaf-like bundle of needle forms. Four days later 
the urine was relatively normal but still showed an 
occasional red cell microscopically. 

These phenomena were at the time only tentatively 
ascribed to the effects of M. & B. 693, but the 
occurrence of similar cases soon put the matter beyond 
doubt, although it was puzzling that the complication 
did not seem to have been recorded in the growing 
literature, But it was not long before records began 
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to appear. Robertson (1939) reports one such case ; 
here crystals were not observed, and if the hematuria 
was accompanied by pain the patient was possibly 
insensible of it, being a severe meningitis case. 
Hanssen (1939) reports six pneumonia cases treated 
with M. & B. 693 with hwmaturia in one; he does 
not give the microscopic appearances of the urine. 
Adalja (1939) reports hematuria on the fourth day 
of treatment of a case in Nairobi, but only records 
red cells in the urinary deposit; again no mention 
of crystals. More recently Southworth and Cooke 
(1939) have reported three cases in considerable 
detail. In one crystals are mentioned as being absent 
in the urinary sediment, in the second crystals were 
present but are not described, and in the third there 
is no mention of crystals. Pain was a prominent 
symptom in these cases. These writers refer to the 
experimental work of Antopol and Robinson (1939) 
which evidently has an important bearing on the 
problem, They found that rats, rabbits and monkeys 
fed with sulfapyridine developed uroliths in the 
urinary tract. 
FURTHER CASES 

During the eight months October, 1938, to May, 
1939, I treated 109 New Guinea natives suffering 
from pneumonia of various degrees of severity with 
M. & B. 693, of which 3 died before any significant 
amount of the drug could have been absorbed. 
Hematuria was encountered 13 times in these cases, 
and I also met with it in at least 3 other cases with 
which I was associated. The chief features of the 
cases are given in the table. 

Asarule, about the third or fourth day of medication, 
but occasionally as late as the sixth day, the patient 
complains of lumbar, abdominal, suprapubic or 
penile pain, has some difficulty or pain with micturi- 
tion and passes scanty urine more or less heavily 
tinged with blood; at times the specimen gives the 
impression of being more blood than urine. There is 
sometimes headache and vomiting a day or so before 
the onset of hematuria, and vomiting is a common 
accompaniment of the acute stage. In a few cases 
anuria has persisted for 12 or 14 hours and has caused 
some anxiety as to the ultimate outcome, but all 
have cleared up in 24 to 48 hours. 

The treatment adopted consisted essentially in 
withdrawing the drug and getting the patient to take 
as much fluid as possible. A mixture of potassium 
citrate with tincture of hyoscyamus was used in 
most cases. In a few in which anuria threatened to 
persist a pint or two of hot saline was given into the 
rectum with apparent benefit. In a few cases 50 c.cm. 
of 50 per cent. glucose in Ringer’s solution given 
intravenously seemed to have a good diuretic effect. 


CRYSTALS IN THE URINE 

After the first few cases of hematuria the urine 
of natives under treatment began to be inspected 
more frequently, and it became apparent that the 
majority of patients receiving amounts of M. & B. 693 
of the order of 5 g. daily, sooner or later develop 
gross crystalline deposits in the urine. Often the 
urine is clear when passed but deposits crystals 
within half an hour, The crystals consist in most 
vases of the lenticular forms described, but in some 
instances the deposit has consisted almost entirely of 
sheaves of fine needles. In 2 cases in which the 
sheaves were filtered off a second deposit formed and 
this time was of the lenticular type. Both types of 
deposit give, after hydrolysis, deazotisation and 
coupling with dimethylalphanaphthylamine, the 
colour-reaction by which the presence of the sulph- 
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SUMMARY OF H#MATURIA CASES 
(All were males) 


Chief symptoms and urinary findings 


and age 


erial no. 


ment before onset 


S 


Days of treat- 
Total M. & B. 693 
given before 
onset (grammes) 


| 
| 


Suprapubic and penile pain, pain on micturi- 
16) tion. White incrustation urinary meatus. 
Urine: scanty, strongly acid ; S8.G. 1014; 
albumin fresh red cells, lenticular 
crystals. 





Abdominal pain, vomiting, pain on micturi- 
tion Jrine: scanty, bloodstained ; S.G 
1018; strongly acid: albumin +; red 
cells, lenticular crystals. 


Pain on micturition. Urine: scanty, blood- 
stained crystalline deposit; red cells, 
lenticular crystals. 


Urine : 


Pain in loins and suprapubic region 
: much 


8) scanty, at times 2 or c.cm 
blood ; red cells, lenticular crystals. 


Abdominal pain, vomiting 
(20) to suppressed ; much 
deposit of crystals; red 
crystals. 


Urine: scanty 
blood ; heavy 
cells, lenticular 


6 5 32 
(26) 


Abdominal pain Urine: diminished, dark 
red; alkaline (not fresh); faint spectrum 
hemoglobin ; no red cells; lozenge 
crystals and phosphates. Very mild tran- 
sient. Further course M. & B. 693 without 
recurrence, 


Penile and lumbar pain 
partial anuria 2 or 3 
lenticular crystals. 


Urine: scanty, 
days; red cells, 


: Suprapubic pain. Urine : diminished ; altered 
30) blood in first sample, later bright blood ; 
strongly acid ; red cells, lenticular crystals. 


Headache, pain lower abdomen, vomiting. 
28) Urine: scanty; acid; S.G. 1008; red 
cells, crystals. 


No subjective symptoms. Urine : microscopic 


(19) blood and sheaves of lenticular crystals. 

11 4 20 Severe penile pain, vomiting, anuria for 

(24) about 36 hours Urine: much blood ; 
crystalline deposit. 

12 3 12-5 Mild suprapubic. pain. Urine: diminished ; 

(18) bloodstained ; crystals not seen. 

13 4 s Nosubjective symptoms. Urine : diminished ; 

(14) blood present; albumin +++; no 
crystals noted. 

anilamide drugs is recognised. When heated with 


alcohol and sulphuric acid an odour resembling 
acetic ether is given off. The crystalline substance 
seems to be an acetylated conjugate of M. & B. 693. 

The occurrence of such crystals in freshly passed 
urine containing blood, associated with symptoms 
suggestive of the presence of urinary calculi, inevitably 
leads to the supposition that the condition is a purely 
mechanical one caused by the deposition of the 
crystals in various parts of the urinary tract. In 
this connexion the following case is of some interest, 
particularly in view of the experimental findings of 
Antopol and Robinson. 


An adult male native aged about 30 was admitted 
to hospital on April 1, 1939. He was said to have 
suffered from pain in the chest and cough beginning 
two days previously. He did not appear ill. His 
temperature was 99-6° F., pulse-rate 84, respirations 
20 per min. Examination of the chest revealed rhonchi 
scattered over both sides but no localising signs of 
consolidation. He was given no special treatment and 
remained in statu quo until the evening of the 3rd, 
when at 6 P.m. his temperature was 104-4° F., pulse 
124 and respirations 48, The chest signs were much 
the same. A blood-culture was taken at 10 P.M. 
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and next morning showed a heavy growth of type I 
pheumococci. Treatment with M. & B. 693 was then 
begun and 6 g. was given daily for six days (1 g. 
4 hourly). Owing to vomiting, treatment was inter- 
rupted on the 10th, only 1 g. being given on that 
day. Dosage was recommenced on the llth and 
continued, supplemented by 2-5 g. intramuscularly on 
the 12th and 13th, until the patient died on the 
morning of the 13th. In all, 52-5 g. had been given. 
The blood was cultured daily from the 3rd to the 
11th inclusive and was always positive. On the 12th 
meningitis had declared itself by a sudden epileptiform 
convulsion, and the cerebrospinal fluid was turbid 
and contained viable type I pneumococci. 

Apart from the signs of purulent meningitis, some- 
what congested lungs, and a hypertrophied left 
ventricle, the interest in the autopsy findings centred 
about the urinary system. The kidneys were swollen 
and felt tense. The right kidney weighed 195 g. 
and the left 205 g. On section the cortex of each was 
swollen and blurred and showed a few hemorrhagic 
points. The pelvis of both kidneys and both ureters 
were dilated and contained turbid brownish urine 
under some pressure. Both ureters were dilated to a 
diameter of about 1 cm. and were occluded at their 
point of entrance to the bladder by a small irregular, 
gritty and friable concretion about 3 mm. by 7 mm. 
The lining of the ureter underlying the concretions 
was congested and seemed to be slightly eroded. There 
were, however, no signs of recent bleeding and the 
urine in the bladder showed no blood microscopically. 
The sediment from the fluid in the ureter showed no 
crystals of the type described in the hematuria cases 
but only some spherical, brownish, radially striated 
bodies resembling urates. The amount of free 
M. & B. 693 in the urine was estimated as 85 mg. 
per 100 c.cm. That in the serum was 9 mg. and in 
the cerebrospinal fluid 6-5 mg. The concretion was 
composed of masses of long narrow rectangular 
crystals like stacks of sawn timber. These were 
soluble in sodium hydroxide and reprecipitated by 
hydrochloric acid in somewhat modified and diverse 
forms, which varied according to the concentration 
of the solutions used, Urate crystals were also present 
and the murexide test was positive. Tests for the 
sulphanilamide compounds were positive, those after 
hydrolysis giving about a seven times greater concen- 
tration of colour than before. Sections of the kidneys 
showed some desquamation and spoiling of the 
tubular epithelium, areas of round-cell infiltration 
and scattered haemorrhages. The glomeruli were 
irregularly distributed and in parts crowded together, 
There seemed to have been some antecedent chronic 
nephritis, and this was supported by the somewhat 
hypertrophied heart. 

On looking back over the somewhat inadequate 
clinical records of this case it was found that the 
daily urinary output had fallen from 950 ¢.em. on 
the day after treatment was begun to 350 c.cm. two 
days before death, little or none being recorded for 
the ensuing period. There had been no gross hema- 
turia and until the last two days no symptoms specially 
pointing to urinary involvement. Unfortunately no 
investigations of renal function had been made. 


DISCUSSION 

The relatively few instances of urinary complications 
recorded in connexion with the now large number of 
reports on M. & B. 693 treatment makes one consider 
the possibility of a special susceptibility in Melanesian 
natives. As, however, these patients were treated 
under conditions which made it difficult to ensure 
an adequate fluid intake and no very systematic 
attempt was made to maintain a proper acid-base 
equilibrium, further observations will be needed 
before assuming that there is any inherent difference 
in their capacity to conjugate the drug and excrete 
it in such concentrated form, It has been shown 
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that the urine of such patients is highly acid (pH6 
or less) and that the crystals are readily soluble in 
alkalis, so that it seems rational to adopt measures 


that will dilute and alkalinise the urine as a preventive 
SUMMARY 


In 109 cases of pneumonia in Melanesian natives 
treated with M. & B. 693 hematuria was found 13 
times, The hematuria was as a rule associated with 
characteristic crystals in the urine which were 
identified as a conjugated derivative of M. & B. 693. 
The suggestion is made that the hematuria is 
mechanical rather than toxic. 
without hematuria 
found obstructing both ureters. 

Fluids and alkalis should be 
when treatment with M. & B. 
prevent the deposition of crystals, 

I am indebted to Dr. E. Brennan, director of 
public health, Rabaul, for permission to publish this 
communication, 


In a case small caleuli were 


given liberally 
693 is adopted to 
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LOBSTERS AND GASTRO-ENTERITIS 


SOME EXPERIMENTS ON COOKING AND STERILISATION 
By H. M. Royps Jones, M.D. Lond, 
SURGEON, 8.8. Orion, ORIENT STEAM NAVIGATION COMPANY 


Tue lay public is only too ready to blame shellfish 
for gastric upsets, Yet references to gastro-enteritis 
caused by lobsters are rare. Faidherbe (1904) describes 
two typical cases, and Stcherbak (1907) describes 
one which was followed by polyneuritis. 
LaFavre (1930) reports an outbreak on the U.S.S. 
Patoka, due apparently to crawfish infected with 
salmonella organisms. I myself have previously 
described two epidemics, the first of 152 patients, 
and the second of 49 (Royds Jones 1938), The lobsters 
responsible in the second outbreak were placed alive 


case, 


in boiling water, cooked for approximately forty 
minutes as they were ‘of large size,’ and served 


without being placed in cold storage. After the claws 
were cut off, the body was split longitudinally, The 
gut was then removed by the cook’s fingers and the 
body cut up by him into portions for service. 

I suggested that if the lobsters had previously fed 
in contaminated waters and if the cooking had been 
insufficient to sterilise the gut completely, any 
bacteria in the intestine might have been transferred 
by the cook’s fingers to the flesh, and thus to the 
patients. To test this theory, 6 lobsters, from the same 
consignment and cooked at the same time were 
dissected and their intestines removed, minced, 
placed in broth and incubated. B. coli and B. proteus 
were isolated. Prof. J. W. H. Eyre repeated the 
experiment with another 6 of these lobsters, and on 
investigating each intestine separately, he recovered 
B. coli, B. proteus, and B, lactis aerogenes from three, 
while the other three proved sterile. 

OBJECT OF EXPERIMENTS 

The experiments reported here were undertaken 
firstly to tind the time of cooking necessary to sterilise 
the intestine of the lobster, and to see whether or no 
this spoiled the lobster for eating, and secondly to 
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ascertain the temperature to which the gut of the 
lobster is raised by different periods of boiling. 

There are two methods of cooking lobsters; they 
may be placed in cold water and brought gradually 
to the boil as recommended by the Royal Society for 
the Prevention of Cruelty to Animals (Sinel 1937) 
and frequently carried out in France, or they may be 
plunged alive into boiling water. I made inquiries 
at big fish restaurants in London and at a large 
wholesale fishmonger’s in Billingsgate, and the 
second method seems to be the one commonly used 
over here. This was therefore adopted for the 
experiments. Each lobster was weighed and only 
those between 14 and 2 Ib. were used for the first 
series of experiments. The thickness of the shell 
cannot be controlled, since it depends on the time 
since the last carapace was shed, 


STERILISING LOBSTERS 


Batches of lobsters were placed alive in boiling 
water and cooked for varying periods, the time being 
taken from when the water returned to the boil. 
Each intestine was then dissected out with sterile 
precautions, minced into a broth tube, incubated 
and plated out on Conradi-Drigalsky medium. From 
this, colonies were ‘ fished,’”’ grown on agar slopes, 
and examined for motility, Gram staining, anp 
fermentation of lactose, glucose, saccharose, mannite, 
and dulcite. A growth of organisms obtained in this 
way gives no indication of how heavily the gut 
remained infected, but only shows that at least some 
micro-organisms in that intestine had survived the 
cooking. During these experiments 65 lobsters’ 
intestines were examined, and the results are shown 
in table I. From all intestines recorded as showing 
growth in the table, Gram-negative bacilli were 
isolated, giving colonies on Conradi-Drigalsky medium 
similar in appearance to the coli-aerogenes group. 
Some gave the reactions of B. coli communior, some 
of B. coli anaerogenes, some of B. lactis aerogenes, 
and others gave variations in sugar reactions from 
the common types belonging to this group. 


TABLE I 
(A) Experiment number. 
(B) Lobsters (L.) used 
(C) Duration of boiling in minutes 


(D) Bacteriologicel result 


giving growth 


shown as number of intestines 





(A) (B) (C) (D) (A) (B) (C) (D) 
l 5 20 4 ae 12/6 L 35 3 
= “\6L 75 Nil 
2 6 25 a) 
6L 30 Nil 
3 6 35 6 6* 1846L 45 Nil 
L6L 60 Nil 
t 6 45 Nil 
_ 12 (6L 25 3 
° “A’6L 45 Nil 
*In these last three experiments all the lobsters in each 
experiment were put into boiling water together, and batches 
were taken out at the times shown. 


It appears from table I that 45 minutes’ boiling 
usually suffices to sterilise the intestine of a 2 lb. 
lobster. In my opinion this is not long enough to 
upset the taste and palatability of the flesh. In 
restaurants and among wholesale fishmongers, the 
average time allowed for a 2 lb. lobster appears to 
be 25 to 30 minutes’ boiling. From the bacteriological 
point of view, this would seem to be insufficient. 


HOW HOT DOES A LOBSTER GET ? 


The temperature in the centre of a joint of meat does 
not rise to near boiling-point even after prolonged 
cooking (Thompson 1901). I can find no information 
about the temperature reached by the flesh of the 
lobster after different periods of immersion in boiling 
water. I therefore performed three experiments with 
21 lobsters. The procedure adopted was to plunge 
the lobsters into boiling water simultaneously, and 
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to take them out one at a time at known intervals, 
break the head off the body, and thrust two thermo- 
meters into the interior of the flesh, taking the lower 
reading. No allowance was made for the cooling of 
the lobster after removal from the water or for the 
coolness of the thermometer itself, but it is probable 
that the heat thus lost was small. The findings are 
shown in table II. These experiments show that the 


TABLE II 
(A) = Experiment number. (B) = Lobsters used and weight. 
(C) Duration of boiling in minutes. 
(D) = Temperature in degrees centigrade. 


(A) (B) (Cc) (D) (A) (B) (C) (D) 
10 82-0 f 5 60-0 

5 15 | 84:5 | 10 765 

1 (1 Ib. 4 oz. 20 86°5 | 5 76-5 
each) | 25 85-5 |} | 20 82-0 

30 89-0 |} | 25 87°5 

11 4 | 30 82-0 

( | 25 79-0 (2 lb. each) | 35 90-5 

] | 35 | 91-0 || 40 85-0 

2 5 40 | 87°5 || 45 90-5 
(2 Ib. each) [ 47 | 90-0 55 95-5 

60 | 91-0 L| 75 | 95:5 





temperature in the centre of the larger lobsters takes 
about 45 min. to rise to the neighbourhood of boiling- 
point. This probably accounts for the prolonged 
cooking necessary to sterilise the intestinal canal. 


SUMMARY 
1. Cooked lobsters have sometimes caused gastro- 
enteritis. 


2. Pathogenic organisms are probably carried 


CLINICAL 


GRANULOPENIA FOLLOWING 
ADMINISTRATION OF M. & B. 693 


By G. O. A. Brices, M.B. Camb., M.R.C.P., D.P.H. 


DEPUTY MEDICAL SUPERINTENDENT OF LEICESTER 
ISOLATION HOSPITAL 


Two patients with puerperal pyrexia were recently 
admitted to the Leicester Isolation Hospital on the 
same day. Both had heavy uterine infections, though 
no pathogenic organisms were isolated. Both were 
given M. & B. 693, developed rashes and granulopenia, 
and recovered. 


CASE-RECORDS 


CasE 1.—A multipara, aged 27, with a history of 
a previous attack of puerperal pyrexia, was admitted 
on the eighth day of the puerperium. She had been 
delivered of twins before the midwife’s arrival and 
had had a severe postpartum hemorrhage. She was 
distinctly anemic (hemoglobin 29 per cent.) and had 
a heavy uterine infection, blood-culture being sterile. 
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Fic. 1—Temperature chart in case 1. 
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from the gut of the lobster to the flesh by the cook 
during preparation for serving. 

3. If a 2 lb. lobster is cooked in boiling water for 
45 minutes instead of the usual 25 or 30 minutes, 
the gut is satisfactorily sterilised, and the taste is 
not appreciably affected. 

4. The internal temperature of a large lobster 
does not approach boiling-point until it 
boiled for 45 minutes. 

5. If there is doubt about how long lobsters have 
been cooked, it is safer to eat small 1 lb. lobsters, 
which are presumably more easily sterilised, or to 
confine oneself to the claws, or to recooked lobsters 
(for example “‘ Lobster Cardinal ’’), 


has been 


I wish to thank Dr. J. E. McCartney of the Southern 
Group Laboratory, London, for providing all the media 
for these experiments, except those for experiment 5, 
table I. This experiment I carried out by courtesy of 
Dr. Arthur Davies at his laboratory at the Seamen’s 
Hospital, Greenwich, with media provided by him. 
1 have to thank Mr. W. A. Bennett of J. Bennett 
(Billingsgate) Ltd., wholesale fishmongers, for supply- 
ing the lobsters used in these experiments. 
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TABLE I—casE 1 
dese). (utiles) Hb. % W.B.C Ped ner gon ) 
May 22 ; 3020 “99 67,300 54,513 (81) | 
23° 
31 3340 37 15,700 11,461 (73) 
June 7t 3730 42 3600 396 (11) 
9 ee ee 4800 240 (5) 
» 20° 
» 12 3980 46 4400 156 (4) 
» 1d 4800 528 (11) 
16 ae i 7900 2686 (34) 
21 3960 55 9500 6745 (71) 
» 27 4010 62 12,300 8610 (70) 


* Transfusion. + Pentnucleotide started 

M. & B. 693 was given by mouth in daily doses 
of 9 g. at first and 6 g. later, and the anemia was 
treated with iron and a blood-transfusion of 500 c.cm. 
The temperature fell to normal in a week but rose 
two days later coincident with the appearance of a 
scarlatiniform rash (fig. 1). Since this appeared to 
be a drug rash and the white-cell count had dropped 
from 67,300 to 15,700, the administration of M. & B. 693 
was stopped, 60 g. having been given in nine days. 

A week later, although the temperature had become 
normal and the patient looked and felt well and the 
hemoglobin percentage continued to rise, the white- 
cell count had fallen to 3600, of which 396 (11 per 
cent.) only were polymorphs. Intramuscular injections 
of 20 c.cm. of Pentnucleotide were then given daily 
and a transfusion of 500 c.cm. of blood, but the 
polymorph count fell further to 156 (4 per cent. of 
total white-cell count), though the hemoglobin 
percentage continued to rise. The first rise in the 
number of polymorphs was not registered till seven 
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days after starting the administration of pentnucleo- 
tide and four days after the transfusion. Progress after 
this was rapid and uneventful (table I). 


CASE 2.—A multipara, aged 41, was admitted on 
the eighth day of the puerperium after a normal 
labour, There was a heavy local infection of the uterus, 
blood-culture was sterile, and the general condition 
was good. M. & B. 693 was given in daily doses of 
6 g. at first and 3 g. later, After 42 g. had been given 
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Fic. 2—Temperature chart in case 2. 
in nine days, administration of the drug was stopped 
owing to the appearance of a morbilliform rash, 
obviously a drug rash (fig. 2). 

The white-cell count, which had been initially 
8500, was found ten days later to have dropped to 
5800, of which only 1392 (24 per cent.) were poly- 
morphs. Two days later a course of intramuscular 
injections of 20 c.cm. of pentnucleotide was started 
and continued for five days, but a white-cell count 
made the same day as the administration of pent- 
nucleotide was started showed the polymorphs to 
have already risen to 2709 (43 per cent. of a white-cell 
count of 6300). Further recovery was uneventful 
(see table II). 


TaBLe II—oasE 2 


) 

(eae) (uifitese) Hb.% | W.B.C unl ber tan ) 
May 22 5050 78 8500 6120 (72) 
June 10 - es 5800 1392 (24) 

13° 6300 2709 (43) 
14 ee i 7200 4176 (58) 
23 4760 70 6700 4355 (65) 
27 4810 75 10,400 5096 (49) 


* Pentnucleotide started. 


COMMENT AND CONCLUSIONS 


The occurrence of a rash on the eighth day of admin- 
istration of M. & B, 693 agrees with Thompson’s 
(1939) findings as to time of onset of rash. The 
discontinuance of administration of M. & B. 693 
did not prevent the development of granulopenia a 
week later in both cases, as has also been found by 
Sutherland (1939). 

Pentnucleotide had no observable influence on 
the course of the granulopenia, the polymorph count 
in case 1 showing no improvement till seven days after 
the start of its administration, whereas in case 2 the 
count was already rising when treatment was begun. 
In this our findings do not agree with Crofton (1939). 

Blood-transfusion was only given in case 1, and 
the polymorph count did not improve till four days 
had elapsed, Nevertheless transfusion may be a useful 
means of tiding the patient over a period of danger. 
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The difference in the severity of granulopenia in 
the two cases may be partly accounted for by case | 
having received 60 g. of M. & B. 693 in nine days, 
whereas case 2 only received 42 g. in the same time. 
If so, this agrees with Sutherland’s (1939) suggestion 
that quantities over 50 g. may be dangerous to 
patients already suffering from a disease which causes 
some destruction of blood corpuscles. 

Granulopenia is a definite and dangerous complica- 
tion associated with the administration of M. & B. 693. 
The drug should not be given in massive doses 
without adequate control by examinations of the 
blood. The appearance of a rash is an additional 
indication for further investigation of the blood. 


My thanks are due to Dr. J. C. H. Mackenzie, 
medical superintendent, for permission to publish 
these cases and for helpful criticism, and to Dr. E. M. 
Ward for pathological investigations. 
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PRIMARY FIBROSARCOMA OF THE 
HEART 


REPORT OF A CASE 


By MARGARET NELSON Jackson, B.M. Oxfd, 
D.P.M. 
ASSISTANT MEDICAL OFFICER AT THE FOUNTAIN HOSPITAL, 
LONDON ; AND 
J. N. Jacosson, M.R.C.S., D.P.M., D.M.R.E. 


DEPUTY MEDICAL SUPERINTENDENT OF THE HOSPITAL 


PRIMARY tumours of the heart are rare and generally 
cause no symptoms ; only one such tumour has been 
diagnosed during life. About 80 per cent. of the 
tumours reported have been benign. Of 143 cases 
collected by Mandelstamm (1923) 117 were benign 
and 26 were malignant. Most of the benign tumours 
were 1yyxomata and most of the malignant tumours 
sarcomata. Fibrosarcomata are less common than 
many other varieties of sarcoma ; of the 230 primary 
heart tumours reported by Lymburner (1934) 57 were 
sarcomata and none fibrosarcoma. Yates (1931), 
analysing 45 reported cases of sarcomata, found that 
only 3 were fibrosarcomata; round-celled and 
spindle-celled tumours made up three-quarters of his 
series. 

Primary sarcomata of the heart are not usually 
associated with developmental defects as are the 
rhabdomyo- 
mata, but 
Fidler, Kis- 
sane, and 
Koons (1937) 
reported a case 
of cardiac 
fibrosarcoma 
in a boy, aged 
9 months, who 
also had hare- 
lip, cleft palate, 
and double 
inguinal her- 
nia. Four 
other such 
tumours have 
been reported 
by Popp(1932),— Fye. 
Raw _ (1898), 





1—Macroscopic appearance of 
fibrosarcoma on section of the heart. 
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Jiirgens (1891), and Ericsson 
whose ages ranged from 33 to 43 years. 
patients showed developmental defects, 


(1908) in patients 
None of these 
and the 


tumour was discovered at autopsy in each case. 
In our case there were mental defect and develop- 
mental anomalies besides the tumour of the heart. 





Fig. 2—Microscopic section (low-power) of fibrosarcoma of 
heart, showing dense interlacing fibrous tissue. 


The patient was a microcephalic girl of idiot grade, 
aged 9 years. She was diplegic, with adductor spasm 
of the legs, spastic arms, and postural scoliosis. Her 
face was asymmetrical, the right side being larger 
than the left. She had internal strabismus and 
bilateral optic atrophy. There was no _ clinical 
evidence of abnormality of the heart. She died in 
November, 1937, of pneumonia and pneumococcal 
meningitis. 

Necropsy.—Her brain (weighing 234 oz.) was the 
typically small brain of the microcephalic. Purulent 
exudate containing pneumococci covered the outer and 
inferior surfaces of the frontal lobes. On section 
of the brain the corpus callosum was found to be 
absent. The right lung showed advanced broncho- 
pneumonia of the lower lobe. The kidneys were 
slightly lobulated. 

There were no other abnormal features except in 
the heart. The pericardium contained a slight excess 
of clear straw-coloured fluid. The heart weighed 
$4 oz. and the left ventricle appeared to be enlarged. 
On section a white rounded tumour, measuring about 
1 x 1} in., was found in the left ventricular wall, 
near the apex of the heart (fig. 1). The tumour, 
thinly covered by myocardium, bulged into the left 
ventricle and occupied about half of the cavity. It 
pressed against the interventricular septum, deflecting 
it and causing it to bulge into the right ventricle. 
The tumour occupied only the apical tissue of the left 
ventricular wall, which covered it like a thin shell. 
At the apex of the heart the muscle covering the 
tumour was about ,'; in. thick and was pale. 

Under the low-power of the microscope sections of 
the tumour showed dense fibrous tissue arranged in 
long interlacing strands (fig. 2). At the border, 
irregular finger-like processes of fibrous tissue extended 
from the tumour into the heart muscle, especially in 
the neighbourhood of blood-vessels. Under a higher 
power the tumour cells appeared fibroblastic in type, 
with plump elongated nuclei. At the borders of the 
tumour fibroblastic cells could be seen interpenetra- 
ting the heart muscle-fibres, replacing them, and 
forming cuffs about the blood-vessels. In the peri- 
phery of the tumour were many cells with irregular 
nuclei, fibrosarcomatous in type. 

We wish to thank Dr. J. E. S. Lloyd, medical 
superintendent of the Fountain Hospital, for his kind 
permission to publish this case. 

Continued at foot of next column 
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iNew Inventions 


STAND FOR INTRAVENOUS THERAPY 


THE majority of “intravenous” stands for 
pending the container when giving a blood-transfusion 
or intravenous saline consist of some form of tripod 
with a hook-like upper extremity 
from which the container is 
slung by a metal ring and bucket 
handle. This is a very unstable 
piece of apparatus, for the tripod 
may be knocked out of position 
by anyone passing the foot of 
the bed and the container swings 
precariously in the air. This 
pattern of stand also is difficult 
to transport from operating 
theatre to ward. 

The stand shown in the figure 
consists of: (A) a hollow steel 
rod 4 ft. long and slotted at its 
upper end; (B) a_ universal 
clamp by which the rod may be 
attached to a bed, side table, or 
theatre trolley ; and (Cc) a frame 
for holding the container. The 
frame is a hollow cylinder carry- 
ing two or three incomplete 
metal rings, with a transverse 
bar at its upper end which fits 
into the slot on the top of the 
steel upright. A spring clip, 
like a trouser clip, may be used 
instead of the upper metal ring 
on the frame. This prevents 
any rattling and also allows for 
small variations in the size of the 
neck of the containers. In my 
experience it does not stretch or 
lose its spring. In the pattern 
in use at St. George’s Hospital, 
London, there is an additional 
spring clip attached to the lower 
extremity of the frame. This is 
to hold the visible feed (glass dropper with side-arm). 

The height of the container can be varied by 
adjusting the rod in the clamp. The glass container 
advised is of two pints capacity; the more usual 
four-pint size is larger than necessary for the average 
transfusion and clumsy to manipulate. The Ministry 
of Health bottles provided in the emergency trans- 
fusion sets which have recently been distributed to 
civilian hospitals can readily be slung by their wire 
handle from the upper end of the slotted rod. If the 
rotary pump is being used the platform on which 
this is mounted carries a small fitting which enables 
the transfusion unit to be carried by the steel 
upright. 

This type of stand is light, it is interchangeable 
between operating table, theatre trolley and patient’s 
bed, and it is stable. It is an advance on any other 
types I have seen or used. 

The makers are the Genito-Urinary 
Devonshire Street, London. 


Victor Ripper, M.D. Camb., F.R.C.S. 


SUS- 
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BRITISH MEDICAL ASSOCIATION 


SECTION OF MEDICINE 


At a meeting of this section, with Dr. A. GREIG 
ANDERSON (Aberdeen), the president, in the chair, 
a discussion on the 


Medical Treatment of Peptic Ulcer 

was opened by Prof. EINAR MEULENGRACHT (Copen- 
hagen). He began with the treatment of bleeding 
ulcer because the experience obtained with a free 
diet has influenced his outlook on the treatment of 
ulcer in general. From 1931 onwards he has treated 
all his cases of hematemesis and melwna from the 
first day ‘‘ with food.” The diet has been varied 
and liberal consisting of soft and non-irritating foods 

the so-called purée diet—and fluids have been 
allowed as desired. Up to the beginning of this year 
491 cases of profusely bleeding ulcer have been treated 
in this way. Cases of hemorrhage from cancer of 
the digestive canal and from cirrhosis of the liver 
were not included. He has found that (1) patients, 
doctors and nurses like the treatment ; (2) the food 
in the stomach does not increase or protract the 
bleeding ; (3) post-hemorrhagic shock is diminished 
or not noticed at all; (4) strength is regained more 
quickly ; (5) blood regeneration is more rapid ; 
(6) convalescence is shortened ; and (7) the mortality 
in this series was between 1 and 2 per cent. Nausea 
should not be a contra-indication to this form of 
treatment, since the food usually relieves nausea by 
causing the stomach to empty itself of blood. The 
treatment is unlikely to be successful if it is applied 
hesitantly ; indeed, the more severe the hemorrhage 
the more urgent is the patient’s need for fluid and 
food. Professor Meulengracht does not advise 
operation to check bleeding, but blood-transfusions 
are indicated in dangerously ill patients. He 
admitted that it is difficult to compare his results 
with those obtained in England with the usual strict 
regime, but he said that a mortality of 7-9 per cent. 
is still usual in Denmark when the older type of 
treatment is used. 

Lean, over-active men who do not give enough time 
to meals are especially prone to the development of 
peptic ulcer and the nervous element is important 
as an etiological factor. The fundamental principles 
of treatment are, therefore, rest, relaxation and a 
calmer outlook on life. As a result of experience 
with bleeding ulcers, Professor Meulengracht has 
adopted a freer dietary regime in cases without 
hemorrhage—i.e., soft non-irritating food taken 
liberally and often. The diet must be sufficient not 
only in quantity but also in quality, and must contain 
the necessary amounts of vitamins and salts. He 
considers that the use of alkalis and belladonna is 
advisable but not of paramount importance. 

Dr. T. L. Harpy (Birmingham) agreed with the 
plea for a more liberal diet in uncomplicated cases, 
but he himself has not extended this as far as Pro- 
fessor Meulengracht. Most patients admitted to 
hospital are, he said, in a state of mild under-nutrition 
and vitamin-C deficiency is common. Convalescence 
is considerably shorter when a generous diet is given 
than when the patient is restricted to small quantities 
of milk and cereals over a long period. Patients 
should be made thoroughly conversant with the details 
of treatment while in hospital, because a life-long 
policy rather than a short-term one is essential if 
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recurrences are to be avoided. Those liable to the 
disease are restless, energetic and hard-working 
people. Complete rest in bed for at least a month 
is therefore indicated, ambulatory treatment being 
unsuccessful in the great majority of cases. It is the 
duty of the doctor to inquire fully into the daily 
routine of each patient and to suggest modifications 
which will relieve mental and physical strain. Peptic 
ulceration is often activated during times of overwork 
and this fact increases the difficulty of instituting 
proper treatment by rest in bed. In Dr. Hardy’s 
view small doses of sedative drugs such as pheno- 
barbitone are of more value in treatment than alkalis, 
Tobacco and alcohol should be forbidden during the 
strict stage of treatment but may be allowed in small 
quantities later as a concession to human frailty. 

Dr. ARTHUR LEESE (Oxford) described the results of 
balance experiments on patients with gastro-intestinal 
hemorrhage. The rise in blood-urea which follows 
hemorrhage may be due to three factors—(1l) a 
breaking down of body proteins; (2) absorption of 
nitrogen from the bowel; and (3) a temporary renal 
impairment. In view of the first of these factors 
a liberal diet containing adequate protein is an 
important part of treatment. 

Dr. T. N. MorGan (Aberdeen) dealt with the meta- 
bolic changes after severe hemorrhage from peptic 
ulceration. Renal function is reduced as a_ result 
of diminished blood-volume and low blood-pressure. 
The urea in the blood, derived from the nitrogen 
absorbed from the bowel and from the utilisation of 
body protein, therefore rises to high levels. The 
high blood content of urea then acts as a diuretic and 
tends to decrease still further the body fluids. These 
considerations support Professor Meulengracht’s plea 
for a liberal diet and unrestricted fluid intake in cases 
of hemorrhage. 

Dr. B. M. Nicou (Aberdeen) discussed the effects of 
different diets and drugs on the mean free gastric 
acidity. In patients with peptic ulcer samples of the 
gastric contents were aspirated at intervals over 
periods of twenty-four hours. Three types of diet 
were used: (1) small milk feeds hourly; (2) a 
similar diet given at two-hourly intervals ; and (3) a 
light ward diet. The mean free gastric acidities were 
61, 39 and 47 units respectively. Gastric acidity 
can be controlled if milk is dripped continuously into 
the stomach at the rate of 5 oz. each hour. This 
indicates that the failure of an hourly feed of 5 oz. 
of milk to control the acidity is due to the fact that 
the milk is rapidly expelled from the stomach. 
Atropine gr. ,, four-hourly, given in addition to 
feeds every two hours, make little difference to the 
acidity, and Dr. Nicol obtained similar results when 
large doses of magnesium trisilicate and aluminium 
hydroxide were given. He concluded that two- 
hourly feeds of high protein value probably constituted 
the best form of diet therapy. Atropine should be 
used only if symptoms suggesting pyloric spasm are 
present, and in such cases the dosage should be 
pushed to the limit of tolerance. The importance of 
high gastric acidity in preventing healing may be 
exaggerated, since healing apparently takes place 
satisfactorily in spite of a high mean acidity provided 
that the patient is kept at rest in bed. 

Dr. 8. W. Patrerson (Ruthin Castle) outlined the 
routine treatment given at Ruthin Castle. Rest in 
bed for at least a month, proper cleansing of the 
mouth and attention to the teeth, the avoidance of 
tobacco, and the administration of alkalis are factors 
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of importance in promoting healing. The diet in 
the early stages consists of 4-10 oz. of milk with or 
without egg, given every three hours and sipped 
slowly throughout this period. A rise in gastric 
acidity and stretching of the ulcer are avoided by 
this method of treatment. 

Dr. J. Jacques Sprra (London) said that it is 
essential to differentiate clearly between acute and 
chronic peptic ulcers. Acute ulcers are often multiple, 
are either fatal or heal rapidly, and probably have a 
systemic origin. Chronic ulcers, on the other hand, 
are always single and produced by a local inflam- 
matory process. An acute ulcer never becomes 
chronic and a chronic ulcer never becomes acute. 
Dr. Spira then outlined his theory of the «wtiology of 
chronic ulceration. Gastric peristalsis is normally 
uni-directional, and therefore the function of the 
pylorus is to prevent the regurgitation of duodenal 
contents into the stomach. The presence of fat in 
the stomach brings about regurgitation, and the 
association of bile and hydrochloric acid then pro- 
duces gastritis with hypertonus and hypersecretion. 
The logical treatment is to give alkalis to control 
the acidity and to prescribe a fat-free diet—i.e., one 
containing no visible fat and without milk and eggs. 

Dr. A. T. M. Witson (London) said that patients 
who develop peptic ulceration react with a bodily 
and mental disturbance of a particular pattern 
leading to gastric dysfunction when driven or led 
into situations capable of producing emotional 
states. Such patients should therefore understand 
thoroughly the connexion between emotional and 
gastric upsets. Some of them tend to resist the idea 
and some form of psychological treatment is then 
both necessary and effective. 

Dr. LAURENCE Scorr (Glasgow) said that there is 
marked and immediate benefit when cases of hamat- 
emesis are treated on the lines laid down by Professor 
Meulengracht, but one cannot expect much benefit 
from the administration of a purée diet alone when 
the lesion is very severe causing erosion of the 
pancreas. 

Prof. L. 8. P. Davipson (Edinburgh) said that the 
treatment of bleeding ulcer has now been placed on a 
satisfactory since any well-balanced non- 
irritating diet given two-hourly, together with mental 
and physical rest, produces healing in the great 
majority of cases. Operation to control hemorrhage 
should not be resorted to until not less than three 
or four blood-transfusions have failed. If this rule is 
adhered to the indications for operation are very 
rare. Professor Davidson suggested that ambula- 
tory treatment may be preferable to complete rest 
for those patients with non-bleeding ulcer who worry 
greatly if they cannot give at least some attention 
to their business. 

Prof. R. 8. ArrKEN (Aberdeen) said that it is wrong 
for ambulatory patients to take atropine for the sole 
purpose of relieving pain. Pain should be a warning 
that the patient is driving himself too hard, and its 
proper treatment is more rest. 

Mr. Harotp Dopp (London) referred to the réle of 
surgery in the treatment of peptic ulcer. Some 
patients lead miserable lives because of recurrent 
attacks of pain which are not relieved by strict 
attention to the usual regime. In such 
operation is often successful and enables the patient 
to adopt a higher scale of living. He believes also 
that removal of septic foci gives complete relief in a 
fair proportion of cases. 

Dr. A. GREIG ANDERSON (Aberdeen) discussed the 
relationship between the site of a gastric ulcer and 
the type of treatment which should be adopted. 


©.g., 


basis 


cases 
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The chances of malignancy in ulcers on the greater 
curvature are so great that all such cases should be 
explored surgically as soon as possible. There is 
also a definite tendency to malignant changes in 
ulcers of the pyloric antrum, and in these medical 
treatment should therefore not be continued for 
more than three or four weeks unless there is con- 
clusive evidence of healing. Ulcers of the pars media 
in the region of the lesser curvature rarely become 
malignant and should be treated medically under 
radiological control. 


SECTION OF ORTHOPZDICS 


AT a meeting of this section with Mr. ALEXANDER 
MITCHELL (Aberdeen) in the chair, a discussion was 
held on 


The Painful Shoulder 


Dr. Puttie Duncan WiLson (New York) spoke of 
168 cases of shoulder pain personally studied. He 
suggested that as lesions round the shoulder-joint 
had a varied and vague pathology, any classification 
must be on an anatomical basis. In his series lesions 
of the subacromial bursa made up 53 per cent. 
The bursa was particularly important in especially 


abduction and rotation. He agreed with Codman 
that often disease in the underlying avascular 


supraspinatus tendon was the cause of symptoms 
which were more evident in the more vascular 
subacromial bursa. Calcifying tendinitis was quite 
often a cause of pain. The deposit of calcium was 
visible on X ray in the supraspinatus tendon, but 
sometimes as much or more was seen in the contra- 
lateral and symptomless shoulder. In some cases 
the deposit continued into the insertion in the greater 
tuberosity of the humerus. The material seen at 
operation varied in consistency from gritty particles 
to something like white toothpaste, and might even 
be mistaken for pus. Similar deposits have been 
described in gluteus medius, flexor carpi radialis, 
and the tendo achillis. Microscopically, the deposit 
was first seen in small circumscribed areas in the 
tendon fibres. These enlarged and worked their way 
to the surface of the tendons, and later on all the 
changes of acute inflammation might be found. The 
origin was obscure, but was possibly due to the 
deposit of calcium salts in already degenerating cells. 
When the affected tissue was still deep to the ten- 
dinous structures there was no pain, until the mass 


bulged outwards sufficiently to impinge on the 
acromion process on abduction. This was the 
subacute phase, and an X ray taken then would 


show the early lesion. The acute phase was charae- 
terised by sudden very severe pain in the shoulder 
with redness and tenderness below the acromion 
process. In some cases, the mass had ruptured into 
the subacromial bursa which contained calcified 
material and fibrin. Treatment with rest and 
physical therapy was sometimes followed by relief 


and X-ray improvement, but surgical excision 
always gave a good result. But in the subacute 


stage patients were unwilling to have an operation, 
and fortunately aspiration and irrigation through 
wide-bore needles was very satisfactory. Occasion- 
ally the deposit was too solid for aspiration, and 
operation was then the method of choice. 
Periarticular adhesions were another common 
cause of shoulder pain. They occurred in rather 
older people, and were commoner in males. There 
was no clear-cut pathology, but symptoms were more 
definite. These were limited and painful abduction 
and rotation of the arm, often accompanied by night 
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pain. X ray did not reveal any abnormality other 
than oceasional flecks of calcification in the joint- 
capsule. The treatment was manipulation, usually 
under an anwsthetic. Foci of infection could not be 
blamed for the condition, nor was the disease self- 
limiting. Physical therapy, pendulum exercises, 
manipulation, and arm-suspension did a great deal 
to shorten the Adhesive traction applied 
to the suspended arm, with the elbow flexed to a right 
angle, was of particular value in undoing the painful 
muscular spasm which frequently followed vigorous 
manipulation, 

Mr. V. H. Exvxis (London) agreed about the diffi- 
culty of classification, and confined his attention to 
lesions of the supraspinatus tendon. These may be 
contusion, partial or complete rupture and degenera- 
tion. Trauma was commonest in manual labourers 
and was usually a fall on the abducted arm. On 
examination, passive movement of the shoulder was 
full, but pain was felt when the supraspinatus 
insertion was passing under the acromion process. 
Active abduction was limited beyond 20 or 30 degrees, 
Pain was felt over the greater tuberosity, and at the 
insertion of the deltoid. This pain was much more 
severe than that felt in dislocations or fractures of 
the greater tuberosity. With complete tears, the 
symptoms were similar for a few days, but after that 
time movement of the humeral head did not return on 
electrical stimulation of the supraspinatus muscle as 


disease. 


it did with partial tears. Later on there might 
be wasting in the supraspinous fossa. In most 
cases not treated by operation healing was the 


exception, especially where there was a degenerative 
element present. The best operative exposure was 
through the anterior fibres of the deltoid. There was 
no difficulty in exposing complete tears, but partial 
tears were less easy to identify. The period of con- 
valescence was about three months if passive 
movements were started early. 

Mr. B. L. McFartanp (Liverpool) stressed the 
usefulness of the aspiration of calcifying tendinitis, 
and of pendulum exercises as an after-treatment of 
shoulder He adopted a practical clinical 
classification : 

(1) Cases where there is no limitation of movement 
—i.e., where the lesion is outside the joint : (a) where 
movement does not affect pain ; (6) where movement 
does affect pain. 

(2) Cases where there is limitation of movement : 
(a) limitation similar in all directions; (6) limita- 
tion mostly in one direction. 

Where there was no limitation of movement, and 
movement did not affect pain, the pain was referred 
from some outside source—e.g., the heart or the 
cervical spine. Where movement did affect the pain, 
there were usually some changes overlying the joint— 
fibrositis or tenosynovitis. Where movement 
was limited in all directions equally, the cause was 
probably some form of arthritis. Lastly where 
movement was limited in one direction only, there 
were only three likely causes: lesions of the supra- 
spinatus tendon, adhesions, and calcifying bursitis. 
Caleifying bursitis and supraspinatus injuries were 
closely allied. It was possible that there was a 
condition in the long tendon of biceps allied to 
trigger-finger, which might give rise to similar symp- 
toms. Adhesions in the shoulder-joint were very 
common, and were caused by trauma, exposure, 
strained posture or bad position during breast and 
other operations. In manipulation two kinds of 
adhesions were obvious to the trained ear, those 
which tore and those which snapped. Those which 
snapped were the single massive adhesions which 


lesions. 


e.g., 
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limited movement in one direction, and they had a 
better prospect of recovery than cases with multiple 
smaller adhesions. 

Mr. H. O. CLarkKe (Manchester) praised the two- 
needle technique of aspirating calcifying tendinitis. 
He mentioned the occurrence of shoulder stiffness 
in patients recovering from acute febrile illnesses, 
and stressed the value of manipulations repeated 
at weekly intervals and with increasing ranges of 
movement at each manipulation. He personally 
had difficulty in identifying tears in the supra- 
spinatus tendon at operation. 

Dr. BREBNER Scort (London) said that he had had 
a painful shoulder for some time and agreed that the 
suspended position gave some relief. Otherwise 
he thought that time had been the most important 
factor in his recovery. Dr. GERALD Siot (London) 
thought that pain ought to be treated as a disease 
rather than as a symptom, and recommended massive 
and repeated injections of novocain into muscles in 
spasm round a painful joint. He liked pentothal 
anesthesia for manipulations and thought that gold 
injections were valuable in some cases. Mr. H. J. 
McCurricu (Hove) also had a painful shoulder 
which he ascribed to continual driving of his car in all 
weathers. He wondered if pain in the left shoulder 
was commoner in America, where drivers exposed the 
left side. 

Mr. D. McVicker (Belfast) said he could often 
elicit a history of pain before the alleged injury, and 
laid stress on diet as a possible line of treatment. 
He did not favour anesthesia for manipulations, 
preferring repeated movements to the limit of 
tolerance. Mr. H. Poston (Manchester) did not 
think focal sepsis was important. He _ believed 
snapping adhesions were intra-articular and the tear- 
ing type were extra-articular. Working in an area 
where calcium deficiency was common, he did not 
often see cases of supraspinatus calcification. Miss 
M. F. ForresterR-Brown (Bath) pressed the claims 
of spa treatment combined with other measures. 

Mr. V. H. Evtis admitted the difficulty of identify- 
ing the tear in the supraspinatus tendon at operation 
and agreed that it was very much easier if treatment 
were started early. Mr. B. L. McFartanp had seen 
several cases where shoulder stiffness had occurred 
after acute illnesses. Repeated small manipulations 
were useful, especially where there were multiple 
adhesions, but he always preferred to have the patient 
under an anesthetic. 





‘ 


‘... A hospital is intended primarily and ultimately 
for the medical treatment of the sick ; all its other services 
are subsidiary to this, its main, purpose. Only a medical 
man who has spent at least six years in acquiring his 
knowledge can guide a hospital efficiently, for he alone can 
have knowledge of the medical side of the work for which 
the hospital was established. Only a medical man can 
by his training realize the relative value of the medical 
needs of an institution. Only a medicai man can discuss 
on terms of equal understanding with his seniors and 
fellows, the members of the honorary staff, necessary 
progress and expansion. Only a medical man can super- 
vise the work of the medical staff. Since the treatment 
of the sick is all important in the life of a hospital, and 
since none but a person trained in medicine can under- 
stand this treatment, it follows that the control of a 
hospital should not be entrusted to a layman who has not 
sufficient knowledge to give judgement on a medical 
problem, and who is apt to allow the side that he knows, 
the business side, to override the side that he does not 
know. Control of a hospital entrusted to a layman is like 
the navigation of a ship given into the hands of its purser.” 
—R. B. Wave, Aust, N.Z. J. Surg. April, 1939, p. 413. 
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REVIEWS AND NOTICES OF BOOKS 


Sexual Disorders in the Male 

By KENNETH WALKER, F.R.C.S., surgeon to the 

genito-urinary department, Royal Northern Hos- 

pital, and to St. Paul’s Hospital, London; and 

Eric B. Strauss, D.M. Oxfd, F.R.C.P., physician 

for psychological medicine to St. Bartholomew’s 

Hospital, and physician to the Tavistock Clinic, 

London. London: Hamish Hamilton Medical 

Books. 1939. Pp. 248. 10s. 6d. 

Tus short volume, which has been completely 
revised and supplemented by an account of the 
psychological aspect of sexual disorders, is intended 
for the general practitioner and senior medical student, 
and as such will be welcomed. For sexual education 
is so neglected that even many doctors and students 
are vague as to the normal functions of sex, to say 
nothing of its disorders. The book ably points out 
the psychological conditions, conflicts and the like 
which arise through ignorance of the primary facts of 
life and may lead to impotence, ejaculatio praecox, 
sexual deviations and a variety of other disorders. 
The authors outline their causation and treatment, 
but surely the real solution of these difficulties lies in 
prevention through the sensible instruction of every- 
one before marriage. Wedlock is an art which, like 
any other, must be based on knowledge ; whereas any 
couple can now try to set in motion a highly sensitive 
chain of nervous reflexes without 
whatsoever. 

Impotence necessarily takes up much of the book. 
Masturbation is dealt with sensibly ; its part in the 
normal development of sex and its usual harmlessness 
are explained. The authors plead for an alteration of 
the law which still regards homosexuality as a crime, 
and their arguments might well be read by members 
of the bench. Their remarks on the endocrine treat- 
ment of the enlarged prostate are wisely restrained, 
but too little is said of therapy with testosterone 
propionate for various other disorders of the male. 
Many failures with this drug must be due, as Mr. 
Kenneth Walker says, to insufficient dosage. 

The book will help the practitioner to rectify some 
of the damage resulting from ignorance in those less 
reticent patients who seek his advice. 


any instruction 


Short Textbook of Surgery 


(2nd ed.) By C. F. W. ILLINGwortnh, M.D. Edin., 
F.R.C.S.E., lecturer in clinical surgery. University 


of Edinburgh; assistant surgeon, Edinburgh 
Western Hospital. London: J. and A. Churchill. 
1939. Pp. 707. 21s. 


TuHaT a second edition of this excellent textbook 
has been called for within a year is a striking tribute 
to its popularity amongst students. This is under- 
standable, for the subject has been skilfully condensed 
without the necessity for many omissions. In this 
edition new matter has been added on the treatment 
of jaundiced patients, sympathectomy and the use of 
sulphanilamide. It does not seem quite a fair 
presentation of the facts to say that *‘ sulphanilamide 
appears to be of some value ” in B. coli cystitis ; nor 
does it seem advisable to state that presacral nerve 
section is employed for dysmenorrhea, without giving 
some indication of its serious drawbacks for this pur- 
pose. But when all is said and done there remains 
very little for criticism. There may be a few slips 
here and there, as for example the erroneous state- 
ment that abscesses are situated at the root of the 
lung, when the author means near the mediastinal 
part of its periphery, but they are very few. Par- 
ticular praise may be accorded to the accounts of 
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general subjects such as physiotherapy, postoperative 
complications, salt and water balance, renal function 
tests, diabetic surgery ; all these are treated simply, 
clearly and sufficiently to give the undergraduate an 
intelligent grasp of them. There are about 30 new 
illustrations. The book has an established 


place 
which we predict will be maintained, 


Le Gastriti Croniche 
By PAOLO ALESSANDRINI, senio1 physician to the 
United Hospitals of 1930. Pp. 276. 
Lire 15. 

Le Cefalee 
By GIOACCHINO 


tome. 


FUMAROLA, professor of neuro- 


pathology in the University of Rome. 1939. 
Pp. 104. Lire 15. 

Parassitosi Intestinali 
By VITTORIO VANNI, director of the institute of 


medical parasitology of the 


University of Kome. 
1939. Pp. 191. Lire 15. 


Diabete e Glicosurie non Diabetiche 
By GivuLIo C. DOGLIOTTI, assistant to the institute 
of medical pathology and clinical methodology of 
the Universit vy of Florence. 1939. Pp. 212. 
Lire 15. 
THESE four monographs, published by A. Valleechi 
of Florence, form part of a series dealing with practical 
aspects of medical subjects, edited by Professor 
Frugoni of the University of Rome. Without going 
deeply into their subjects they are designed to supply 
the general practitioner with a means of rapidly 
refreshing his memory and bringing his knowledge 
up to date. Of these volumes Professor Dogliotti’s 
(on diabetic and non-diabetic glycosuria) is outstand- 
ing for the amount of information it contains and fox 
the lucid way in which this information is presented. 
Vanni’s monograph on intestinal parasites summarises 
the essential points clearly, and is well illustrated. 
Both these books include a small bibliography. 
Headache, dealt with by Fumarola, is too large a 
subject to be satisfactorily compressed within the 
limits of this series, and the section on treatment is 
sketchy. The monograph on chronic gastritis gives a 
brief description of recent advances in gastric patho- 
logy and the lines of treatment thereby opened up. 
The series is pleasantly got up, of a handy size and 
easy toread. The absence of an index, which is not 
unusual in foreign publications, is a source of annoy- 
ance to English readers. 


Pharmacology and Therapeutics of 
Medica 
(15th ed.) By WALTER J. DILLING, M.B. Aberd., 
M.P.S. (Hon.), professor of pharmacology and 
general therapeutics, Liverpool University. Lon- 
don: Cassell and Company. 1939. Pp. 600. 
10s. 6d. 
THE first edition of this book made its appearance 
in 1884, with Dr. Mitchell Bruce as the author. It 
achieved at once a wide popularity, reprints and fresh 
editions were published almost annually, and later the 
original author was joined by Professor Dilling. Since 
then Bruce and Dilling’s ‘* Materia Medica and Thera- 
peutics * has become known to students as an amazing 
collection of information upon the actions, methods of 
administration and therapeutic uses of drugs. It now 
appears under a slightly changed title and with an 
improved format. The book has been thoroughly 
revised ; every modern remedy and method of treat- 
ment of proved value or of promise is included and 
adequately discussed. The section on general pharma- 


the Materia 
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cology and therapeutics has been printed in larger 
type—a welcome improvement. The book will con- 
tinue to appeal to students and practitioners who 
wish to full yet account of the 


modern therapeutical armamentarium., 


possess a concise 


Clinical Gastroenterology 
By HorAcE WENDELL Soper, M.D., F.A.C.P., St. 
Louis, Missouri. London: Henry Kimpton. 1939. 
Pp. 314. 
Tuts is a book of moderate size and elegant appear- 
not a systematic treatise on its subject, but, in 
the author’s words, ‘‘ a crystallisation of my clinical 
practice.” He takes the ordinary textbook for 
granted, and in 30-odd chapters on as many gastro- 
intestinal topics sets forth his own interpretations of 
his reading and experience. With much of what he 
says the orthodox physician would agree, and his 
style is forceful, suggesting a vigorous and confident 
personality. Sometimes he is more crisp than logical, 
as in this conclusion: ‘* indicanuria (and such symp- 
may be attributable to it) is amenable to 
dietetic and hygienic treatment, but the 
reaction in the urine remains four-plus regardless of 
improvement in the patient’s condition.”’” Sometimes 
he accepts whole-heartedly views which elsewhere have 
met with much criticism, such as the causation of 
ulcerative colitis by Bargen’s bacillus and the efficacy 
of its treatment with his serum and vaccine. Else- 
where he attacks widely accepted views with sur- 
prising vehemence, especially where he condemns out 
of hand the drinking of raw milk because it may con. 
tain brucella, Streptococcus viridans, and streptoccoci 
producing peptic ulcer ; pasteurisation doesn’t steril- 
ise, and is “ but a gesture in the right direction ” 
evaporated milk is the only form of milk that should 
ever be given to children or adults, sick or well. 
But such idiosyncrasies are mixed with a lot of sound 
clinical teaching, tersely put, and illustrated with 
nearly 200 beautiful radiograms. 
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Everyday Biology 

An Introduction to the Study of Life. 

SmiTrH, Ph.D., assistant lecturer in 

University College, Cardiff. London: G. 

Sons. 1939. Pp. 283. 3s. 6d. 

RARELY do writers of school biology books attempt 
to break away from two well-worn paths. One is 
bounded by the examination syllabus and is concerned 
with the anatomy of types and a little plant physiology. 
The other is a disconnected series of little talks on 
the curiosities of nature. To give asound introduction 
to modern biology and its relation to human affairs 
which will appeal to children is no easy task. Dr. 
Smith has certainly achieved something, mainly 
because he devised suitable practical work. 
Excellent suggestions are made for simple experi- 
ments and observations on foodstuffs, development, 
growth, environment, and animal behaviour, apart 
from the usual and experiments on 
plant physiology. Another serious difficulty, which 
the author has not so successfully surmounted, is 
that of presenting up-to-date conceptions in a small 
space without making unintelligible or unjustifiable 
statements. In his short introduction to experi- 
mental embryology the author refers to the chemical 
work on the “ organiser,” the significance of which 
is as yet debatable. An extraordinary omission is the 
absence of any discussion on the significance of 
fertilisation and sex in the light of the facts given. 
The facts themselves are few ; no mention is made of 
parthenogenesis, though a whole chapter is devoted 
to the principles of genetics. The general tone 1s 
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a little patronising. ‘‘ This chapter is not big enough 
nor are you old enough yet for me to tell you more 
about memory .. .,’’ does not indicate a profound 
understanding of child psychology. In spite of its 
deficiencies the book contains much material not 
easily found elsewhere. 


Diverticula and Diverticulitis of the Intestine 
By Haroitp C. Epwarps, M.S. Lond., F.R.C.S., 
surgeon and lecturer in surgery to King’s College 
Hospital, London. Bristol: John Wright and 
Sons. 1939. Pp. 335. 
Tus monograph is based on the Jacksonian Prize 

essay for the year 1932, and it has been revised and 
brought up to date. Mr. Gordon-Taylor in a fore- 
word praises the author both for the thoroughness 
with which he has handled his subject and for having 
allowed seven years to elapse between writing the 
essay and publishing it in book form. It is this 
interval no doubt which accounts for the clinical 
insight and balanced judgment which are outstanding 
features of the work. The whole subject of intestinal 
diverticula both congenital and acquired is dealt with, 
and there is a wealth of illustrative pictures and case- 
histories. The author merits thanks for having 
brought within one cover so much valuable informa- 
tion on a subject of interest to many branches of the 
medical profession. 
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Evans’ Recent Advances in Physiology 
(6thed.). Revised by W. H. Newron, M.D., M.Sc. 
Manc., reader in physiology in the University of 
London, at University College. London: J. and A. 
Churchill. 1939. Pp. 490. 15s. 

THE sixth edition of this familiar book is Dr. 
Newton’s second revision of it, and in his hands it still 
keeps its interesting and progressive character. 
There are three new chapters, on the physiology of 
bone, the Carrel-Lindbergh perfusion apparatus, and 
carbohydrate metabolism. The rest of the book is 
similar to the fifth edition, but has been fully revised. 
The chapter on the secretion of urine has been 
rearranged, and the section on defecation has been 
omitted. 

The chapter on bone deals with its developmental 
architecture and describes the results of tissue-culture. 
The chemistry of the inorganic matrix is a little 
difficult for those who are not familiar with geological 
classification and X-ray spectrophotography. Blood- 
calcium and the problem of calcification are discussed, 
but the influence of vitamin D and the parathyroid 
are unfortunately omitted. The account of the 
Carrel-Lindbergh perfusion apparatus is of doubtful 
value. It is a new technique results of which are as 
yet not numerous. Any student, who is sufficiently 
interested in the working details of the apparatus, 
would consult the authors’ original papers and not 
the condensed account in this book. 

Carbohydrate metabolism is becoming exceedingly 
complex and the chapter dealing with this is very 
welcome. It begins with a reasoned consideration 
of the significance of the blood-sugar level, but the 
part dealing with the interplay of endocrine organs 
is too condensed to be clear. The style of this book 
is very pleasant. Although full references to modern 
work are included, the text is much more than a 
résumé of recent advances in knowledge. The author 
outlines each problem and then leads his reader in 
orderly progress through the recent investigations. 
This makes the great mass of information much more 
digestible. It also gives a reasonable picture of the 
present position and some indication of the needs of 
the future. 








THE LANCET] THE ULCER 
THE LANCET 
LONDON : SATURDAY, SEPTEMBER 50, 1959 


THE ULCER PATIENT 

Two things were noteworthy in that meeting 
of the section of medicine of the British Medical 
Association at Aberdeen which discussed peptic 
ulcer, and which we report this week. One was 
the personal impression made on the audience by 
Professor MrvuLENGRACHT. He told his story 
crisply and simply, with no beating about the bush. 
His attitude was a compound of keenness and 
sanity, set off by a faint touch of youthful bravado. 
And his story was worth telling, familiar though it 
already is to many readers of the English medical 
journals. His main point was that any patient 
who has bled rapidly from a peptic ulcer is almost 
certain to recover if he is given reasonable amounts 
of food and drink at once and frequently (an 
occasional may need a_ blood-transfusion) ; 
whereas if food and drink are withheld, whatever 
else is done, he runs an appreciable risk of dying. 
It does not seem to matter much what food and 
drink is given, so long as it is easily assimilable 
and contains water, salts, vitamins and calories. 
No special ‘* Meulengracht diet ’ or ** Witts diet ” 
is called for, but simply food and drink, in bland 
form, as much as the patient will take. The 
principle is plain and it is gaining rapid acceptance 
from those who apply it. In their review in this 
issue of 241 consecutive cases of bleeding peptic 
ulcer treated in the Western Infirmary, Glasgow, 
GRAHAM, ALEXANDER and KerR record a striking 
fall in mortality accompanying the abolition of 


case 


starvation and under-feeding. It is true that 
objections have been raised, but these have been 
based on theoretical fears. We are not yet 


learned enough to forecast from theory whether 
the filled stomach will bleed more than the empty 
one ; we must simply try and see. Those who have 
not tried should do so, for the principle that 
Meulengracht has brought forward and re-empha- 
sised now stands established. 

For the rest, Professor Meulengracht summed up 
his treatment of the peptic-ulcer patient, bleeding 
aside, in the words “ rest, relaxation, feeding ° 
alkalis, belladonna and other procedures aimed at 
the local lesion were for him of lesser importance. 
He paid tribute to the work of Davixs and MACBETH 
WILson, whose investigation of the psychology 
of ulcer patients had made “ the scales fall from 
his eyes.” The second striking thing about the 
meeting was that nearly every speaker accepted 
the view that emotional factors are of prime 
importance in the genesis and therefore in the 
treatment of ulcer. The thesis put forward by 
Davies and MacBetTH WILSON in their new paper 
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which we publish on another page is that the ulcer 
patient possesses all his life a certain kind of per- 
sonality or psychological make-up, and that the 
development of his ulcer or ulcer-dyspepsia is 
determined by disturbing situations or events, 
especially those that threaten his economic security, 
increase his responsibility, or concern the members 
of his family. The present paper tests the second 
part of the thesis on 50 cases of ulcer-hamatemesis 
and 25 cases of ulcer-perforation, arguing that 
either of these complications is prima facie evidence 
of unusual activity of the ulcerative process, and 
showing that in the majority of the cases the 
bleeding or the perforation was shortly preceded 
by a major disturbance in the patient's personal 
life. These case-histories make interesting reading, 
and they support the thesis well. Most physicians 
will be able to add examples from their own 
experience, more often perhaps from among their 
friends and colleagues who have ulcers than from 
their hospital patients whose lives they know less 
well. And most physicians will accept the views of 
Davies and WILSON as a crystallised and docu- 
mented statement of what they themselves already 
appreciated in outline. They will do so the more 
readily since the technique of this investigation is 
no subtle psychological mystery but simply that 
of the observant novelist freed from the need to 
disguise his sources. 

The psychosomatic connexion through which a 
financial crisis precipitates a haematemesis is still 
obscure. There is experimental evidence that 
stimulation of the hypothalamic region can 
influence the movements and secretion of the 
stomach, but it has yet to be shown how human 
emotional states do bring about gastric or duodenal 
changes in subjects constitutionally predisposed to 
them. That is a task for the psychologist and the 
applied physiologist to tackle together. What 
more concerns the bulk of us is the bearing of 
these views on treatment. Presumably it is 
beyond our power to change the psychological 
make-up that characterises the ulcer patient. All 
we can do is to protect him as far as possible from 
financial anxiety, increased responsibilities, and 
the worries of illness in his family. To do that 
completely would need a perfect communist state, 
and would take all the zest out of his life. How 
the ambitious, energetic ulcer bearer must in- 
wardly resent this teaching! Or if he accepts 
it, his disability must be as galling to him as a 
withered leg, and he must be as sensitive about 
comment on it as a man with a gross physical 
deformity. Is there no alternative or compromise ! 
Is there no way by which the ulcer patient may 
learn to face most, if not all, the stresses of an 
active life with impunity? To appreciate and 
accept the relation between disturbing events and 
activity of his ulcer is clearly the first step, and a 
most important one. It will point the way to a 
judicious use of rest and relaxation, as well as of 
diet, by the individual patient. It will lead him 
to a more intelligent management of himself, and 
save him from a blind and often unavailing faith in 
alkaline powders, the avoidance of meat, new- 
fangled injections, or surgical operations. 
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EDUCATION UNDER DIFFICULTIES 

In modern war capacity for leadership and the 
offensive spirit the trained 
intelligence is now every bit as valuable as in 
civil life. We are glad to read in a War Office 
pronouncement that ** potential officer material ” 
will not be sought in the first instance from boys 
leaving secondary schools at 18 or 19. Training 
will begin with the age-group 20-26, followed by 
that of 26-31. The younger men are urged to 
continue their avocations, to refrain from trying 
to enter the services, and to keep themselves fit. 
The authorities should recognise, too, that teaching 
requires the retention of the best teachers, and 
many of these are young men whose urge to serve 
in the forces should be treated with the same 
wisdom as that of their pupils. In one respect the 
problem of medical education is straightforward. 
Large drafts of medical men have already been 
provided for the defence services, and many more 
have been removed from ordinary practice to serve 
whole-time in emergency hospitals. The demand 
for doctors must therefore continue to be large, and 
moreover the mobilisation of the young men will do 
little to lessen the work of general practitioners and 
the public health services, for it has always been the 
women and children and the elderly who have 
made the greatest demands on them. The need 
for new licencees will then be urgent, and from the 
beginning of war preparations the Government 
have wisely recognised that those who are well 
launched on their medical studies must be con- 
served, and while university undergraduates have 
now been warned that they may be called up 
at the age of 20, medical students will remain 
immune. 

The medical schools must be protected from 
disorganisation as far as possible. Many of their 
staff had territorial and reserve commitments and 
have already gone, and their replacement is not 
going to be easy. The position is further com- 
plicated by the extensive readjustment that has 
been necessary in_ hospital accommodation. 
Fortunately war came in the vacation, and there 
has been time for arrangements to be made, but 
even so modifications in the medical curriculum 
are likely to be unavoidable. Where senior 
students are attached to base hospitals near the 
danger areas the difficulties of lodging and trans- 
port and hospital staffing will encourage the 
practice of residential clerkships and dresserships 
which the General Medical Council has advocated. 
This return to a controlled form of apprenticeship 
in medical education will be a gain. In the pro- 
vincial schools, which are to receive students from 
more dangerous places, the teaching hospitals have 
lost many of their available beds and clinical 
teaching will have to be spread over groups of 
hospitals, including those controlled by the local 
authorities, to a greater extent than formerly. 
The breaking of fresh ground may turn out to be as 
desirable in medical teaching as in farming. 
Students drafted to the big municipal hospitals are 
finding an unexpected wealth of clinical material, 
and those attached to mental hospitals are gaining 


are not enough ; 


AND 


NEPHROSIS [sEpT. 30, 1939 
an experience that has never before come the way 
of undergraduates. Systematic instruction under 
these conditions will require much ingenuity, but 
fortunately the plans outlined on page 757 suggest 
that this is forthcoming. It is unfortunate that 
the peculiar status of the General Medical Council 
in relation to medical education seems to preclude 
its taking the initiative and offering the central 
guidance which would now be so useful. But the 
Minister of Health himself at one of the 
medical schools and should therefore take a pro- 
fessional view of their interests. 


NEPHRITIS AND NEPHROSIS 

TWENTY-FIVE years have elapsed since VOLHARD 
and Faur published their famous monograph, Die 
Brightsche Nierenkrankheit, in which nephrosis 
was clearly separated from glomerulonephritis. 
Following MULLER, nephrosis was defined as an 
affection of the kidneys in which degeneration was 
predominant and inflammation played a secondary 
part. The group included the symptomatic 
nephroses, complicating conditions such as amyloid 
disease and eclampsia, as well as the so-called 
simple nephrosis of Bright’s disease, which later 
came to be known as lipoid nephrosis. This dis- 
tinction was widely accepted during the last decade, 
controversy centering round the primary cause of 
the disorder, whether metabolic or renal, and the 
relationship of nephrosis to glomerulonephritis. It 
was recognised that a group of cases exists in which 
the clinical picture is initially that of nephrosis— 
massive oedema, albuminuria and oliguria, without 
hypertension, renal failure or hematuria—and yet 
later on hypertension and nitrogen retention may 
develop. Such cases seemed to form a link between 
glomerulonephritis and nephrosis and have been 
called nephrotic nephritis or nephritis with a 
nephrotic Linschlag—a term not readily translated 
or defined. 

The validity of VoLHARD and Faur’s separation 
has now been questioned. Berti! claims that 
chronic proliferative glomerulonephritis may some- 
times reproduce completely the clinical syndrome 
which we have been accustomed to call lipoid 
nephrosis. Nephrosis, he thinks, is a form of 
glomerulonephritis in which the glomerular 
capillaries remain open and allow the plasma pro- 
teins to escape into the urine. Following Fanr, he 
regards thickening of the basement membranes of 
the glomerular capillaries as characteristic of this 
group, which he terms rather unfortunately the 
membranous type of glomerulitis. The acceptance 
of this change as a diagnostic feature has, however, 
led him to include cases which, on clinical grounds 
alone, would not be admitted by most authorities 
as examples of nephrosis. Moreover, in 25 cases 
diagnosed clinically as lipoid nephrosis, there were 
6 which showed no glomerular changes even though 
the history was as long as sixteen months. Argu- 
ing in a circle, BELL maintains that the capillaries 
must have suffered damage because of their per- 
meability to plasma proteins, and their failure to 
respond by thickening was connected with the 
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youth of the patients. Yet in 2 other of his cases, 
aged twelve and thirteen years, the thickening was 
striking. Obviously this glomerular capillary 
ch ange is not as significant as BELL would have us 
believe. In this country, DunN? has adopted a 
somewhat similar view. He too has stressed the 
abnormal permanent patency of the glomerular 
capillaries in nephrosis and has suggested that it 
was perhaps the result of previous inflammation. 
He has also observed abnormal thickening of the 
basement membranes in certain of his cases. 
While the tide is now running against the con- 
ception of nephrosis as an entity distinct from 
nephritis, advocates for the opposite view are not 
lacking. Pantin,? working at the nephritis clinic 
at Guy’s Hospital, has made a statistical study of 
glomerular size in nephritis, nephrosis and the 
normal kidney and has found that glomerular 
enlargement is a constant feature in glomerulo- 
nephritis, whereas in nephrosis there is no measur- 
able difference from the normal. His 6 cases of 
nephrosis showed in fact no glomerular changes at 
all. Confirmation of his observations in a larger 
series would help to keep the controversy alive 


WHAT IS AN URGENT CASE? 

DwuRING the past three weeks many people have 
been asking themselves the meaning of the word 
‘urgent,’ for our hospitals have been dealing only 
with urgent cases. It soon became clear that the 
word had to be extended beyond such familiar 
emergencies as intestinal obstruction and com- 
pound fractures. There were, for instance, cases 
of ear disease to be observed for a time before 
making a decision for or against operation. Those 
working in the London voluntary hospitals have 
been thinking over this matter since the emergency 
bed service of the King’s Fund was introduced. 
Under this scheme the hospitals agreed to take 
any case sent up as an emergency by any doctor 
without selection, in the way that the municipal 
hospitals have always done. The most striking 
thing about this service has been the number 
of times when the emergency has proved to be 
a false alarm, and the patient has been well 
enough to return home next day or the day after. 
This does not mean that the trouble was not 
urgent in the first place. The urgency must be 
assessed by the considerations in the mind of the 
doctor at the moment he sees the patient, and not 
on the report of the case when the patient is well 
again. Students have been taught for years 
that in certain conditions immediate transfer to 
hospital is necessary if a life is to be saved. We 
cannot criticise the man outside for failing to send 
in the acute appendix which might have been 
saved, and then turn round on him and grumble 
because he sends in all those other patients whose 
symptoms were identical at the moment he saw 
them but who were well next day, and back at 
work the day after. 

But here is the difficulty. When a patient has 
been admitted as an emergency it is impossible 
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to send him out next day, and difficult to do so 
on the day after. He may have to be kept in for 
a week to be investigated so as to exclude possible 
chronic disease, of which the acute symptoms 
were merely an exacerbation, and when a patient 
has been kept in hospital for a week we cannot 
think of sending him back to work for another 
week. ‘The results are a strain on hospital beds, a 
large call on national health insurance funds, and, 
perhaps most important of all, the manufacture of 
invalidism in many of that great group of patients 
in whom no organic disease is discovered. Perhaps 
good may come from the present stringency of beds 
by giving courage to hospital doctors to send out 
these cases in forty-eight hours. That they 
should be admitted we can hardly doubt, when it 
is remembered that the hospital medical officer 
is to the doctor outside what the latter is to the 
patient. It is well known that of a hundred 
emergency calls the anxiety of the relatives is the 
only reason for ninety-eight. In the ninety-ninth 
the doctor saves a life; and in the hundredth 
usually the one to which he does not go—the patient 
dies, but would have died anyhow. The public 
have been taught that certain symptoms are signs 
of grave disease and that they must call in their 
doctor at Through its insurance com- 
mittees the nation demands that the family doctor 
should go out at all times and in all weathers to 
see such patients. It would be most unjust to 
deprive him of the power to deal with such cases if 
he finds the patients’ fears may be justified. 
The criterion of urgency in the G.P.-patient 
relationship is the anxiety of the patient and his 
relatives, while in the hospital-G.P. relationship 
it is the suspicion rather than the certainty of 
serious disease. 

But there is another way in which the relativity 
of the word urgent is being demonstrated. As our 
patients return to the outpatient departments 
which are now opening again we have to ask our- 
selves to whom shall precedence in admission be 
given ? This will need careful consideration. It 
would probably do no harm, with the coming of 
the winter, if all tonsillectomies in children were 
deferred until the spring. On the other hand, the 
ingrowing toenails, the hammer toes, and other 
minor maladies of the feet that form the most 
important work, from the national standpoint, of 
our orthopedic departments, become increasingly 
urgent as the limitation of transport compels the 
population to resort to its legs. Precedence must 
also be given to those cases of malignant disease 
in which there is a hope of cure. Here also our 
knowledge may be extended if clinicians have to 
distinguish more carefully between cases in which 
hope really exists and those in which operative 
surgery is but a placebo and radiotherapy a mask 
of black magic. Nor must it be assumed that delay 
is a misfortune. A wait for three weeks will not 
have materially affected those growths which are 
curable ; the rapid development of others should 
not be interpreted as a missed opportunity, for 
it may all too often be evidence that the growth 
was from the first incurable with our present 
powers. 
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ANNOTATIONS 


CHEMOTHERAPY IN ANTHRAX 


{wo papers on experimental anthrax in our last 

issue (pp. 681 and 685) open another chapter in 
chemotherapy with the sulphonamide group. Both 
workers used mice for their experiments and injected 
strains of B. anthracis of known virulence. Dr. May 
shows that M. & B. 693, and to a less extent sulph- 
anilamide and sulphone, prolonged life in the 
animals infected with fully virulent capsulated non- 
sporing anthrax bacilli, although these drugs did not 
prevent ultimate death. Dr. Cruickshank has ob- 
tained similar results, but when very large doses of 
M. & B. 693 were given (60 mg. by the mouth plus 
40 mg. subeutem) daily, he found that a considerable 
proportion—30-—37 per cent. according to the size of 
the infecting dose—survived, while no organisms 
could be recovered from the tissues. As the author 
notes, these mouse doses multiplied weight for weight 
would imply an enormous dose of M. & B. 693 for 
man. Dr. Cruickshank concludes by speculating 
whether this drug would enhance the effect of a 
specific antiserum. Dr. May answers this question 
with experiments which show that there was no 
apparent increase in the protective action of an anti- 
anthrax rabbit serum when used in combination with 
M. & B. 693. The dose of the drug administered 
was, however, considerably smaller than that used 
by Dr. Cruickshank in his survival experiments. 
Much of the importance of both these records lies 
in the biological character of the anthrax organism. 
Like the pneumococcus, against infections with which 
M. & B. 693 has been so successful, B. anthracis 
possesses a well-defined capsule. Numerous workers 
cited by Topley and Wilson! have, however, shown 
that the capsule is chemically different in the two 
organisms. In the case of the anthrax bacillus a 
protein-like substance has been obtained from the 
capsule and a polysaccharide from the body, whereas 
in the pneumococcus the main part of the poly- 
saccharide fraction is in the capsule. Although its 
precise nature varies with the different types of 
pneumococcus, this polysaccharide portion is probably 
fully antigenic ; but the polysaccharide fraction in 
the body of the anthrax bacillus is not, and the 
antigenic properties reside in the protein fraction of 
the capsule. It may be recalled here that a fraction 
has been extracted (Stamp?) from a _ hemolytic 
streptococcus with dilute ammonia which is capable 
of antagonising the bacteriostatic action of both 
sulphanilamide and M. & B. 693, and that this 
fraction is free from protein and consists of a mixture 
of substances of relatively low molecular weight, 
including free amino-acids. Obviously the chemical 
composition of the bacterial cell is of paramount 
importance in chemotherapy, whether of pneumo- 
coccal or other infections. The results of Dr. May 
and Dr. Cruickshank in the case of anthrax are in 
harmony with this view and offer a hope of success in 
a disease which is usually fatal both in man and in 
susceptible animals. 


THE HISTOLOGY OF THE LUNG 


FURTHER information about the structure of lung 
tissue is provided by Engel and Newns.* They 
examined microscopically the lungs of 196 children 
between the ages of six weeks and twelve years, using 
several methods of differential staining to define 
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3. Engel, 8., and Newns, G. H., J. Path. Bact. September, 
1939, p. 381 


exactly the amount and distribution of smooth muscle 
in the lung parenchyma. Serial sections, from 10 to 
35 p, were cut from paraffin-embedded material and 
camera-lucida drawings were made. The structural 
details were followed in 27 selected cases by spreading 
out the drawings on a large table, marking particular 
groups of muscles and following the marked groups 
from drawing to drawing. Certain interesting results 
justified the labour entailed. 

Contrary to the accepted description,’ no muscle- 
fibres could be found in the visceral pleura or in the 
interstitial tissue of the normal child’s lung. The 
terminal bronchioles and the mouths of the air-spaces 
all contained slender muscle-fibre bundles. Single 
fibres occurred up to the periphery of the ductules 
In a number of lungs where an antemortem solidifying 
process had been present (chronic congestion, chronic 
pneumonitis or miliary tuberculosis), the lymphatics 
of the interstitial substance were surrounded by 
muscle bundles and occasional isolated strands were 
seen radiating from them. All the muscle groups of 
the air-spaces were larger and more prominent, the 
change being at the expense of the elastic tissue. 
Engel and Newns feel that, as Maxwell Ellis has shown 
for the larger bronchi® and Engel for the bronchioles,® 
the muscle of the interstitial and acinar tissue has a 
tonie-supporting function. Where the lung remains 
solid for some time the extra demands made on the 
muscle to preserve the patency of the air-spaces and 
lymphatics result in its hypertrophy. This hyper- 
trophy can be extreme—as in one of their cases and 
in the one described by Baltisberger—and this 
excessive reaction is perhaps attributable to a con- 
genital predisposition. The same predisposition is 
possibly a factor in the causation of asthma. 


REGULAR OR ROUTINE EXAMINATIONS FOR 
CANCER ? 

As soon as it was realised that cancer is a local 
rather than a constitutional disease the need for early 
diagnosis, before metastasis occurs, became apparent. 
But when a few years ago proposals were made for an 
educational campaign designed to lead the public to 
undergo regular examination for cancer, two objec- 
tions at once became obvious. In the first place it 
was useless to enlist the codperation of the public until 
there were adequate facilities for diagnosis, and for 
immediate treatment. In certain centres these 
opportunities are to be found, but no nation-wide 
appeal could reasonably be made until all cancer- 
bearing patients already presenting themselves could 
be dealt with. It was to remedy this deficiency that 
the Cancer Act was recently introduced and passed. 
One may suppose that if peaceful conditions had 
continued the Government would soon have been in a 
position to urge all adults over a certain age to submit 
to regular examination for malignant disease. The 
fate of this part of the programme will depend on 
peace, prosperity and the reconstructed health plans 
of the nation when this war is over. 

The second objection raised to a campaign for early 
diagnosis is that the publie would not codperate ; and 
this would have been much harder to counter. It is 
true enough that, as the Minister of Health said in 
introducing the Cancer Bill, public opinion has 
changed in regard to tuberculosis, and may now do so 
towards cancer. But the individual’s objection to 


4. Baltisberger, W., Z. ges. Anat. 1921 (Abt I.), 61, 249. 
5. Ellis, M., Lancet, 1938, 1, 819. 
6. Engel, S., Ann. Pediat. 1939, 153, 263. 

















THE LANCET] ACTION OF T.N.T. 
regular medical examination is more profound. 


Robust people hate to be reminded unnecessarily of 
the ills of the body; hence they have an inertia 
towards physical probing. Even the injunction to 
visit the dentist every six months is ordinarily 
ignored—chiefly because it is too much of a bother. 
One doubts therefore whether even in a regimented 
population success would attend a scheme such as 
was introduced this year in Danzig, by which women 
over 30 and men over 45 were enabled to undergo an 
annual examination for cancer free of cost to them- 
selves.! A large number of people in almost any 
population will pay one visit of this nature to the 
doctor ; and all the hypochondriacs will pay them 
regularly ; but will they keep it up in year after year 
of good health? On the other hand, figures such as 
those published by Liwen ? and by Mikulicz- Radecki * 
from Kénigsberg carry conviction about the need for 
routine examination for cancer of all patients seen. 
The method they extol and call ‘* Reihenuntersuch- 
ung ”’ is no more than every medical student is taught. 
The word itself implies a series of examinations, and 
so far as the early diagnosis of cancer is concerned the 
series must be made on the same patient. No data 
are given by either author of repeated examinations 
of the same people. One or two visits only to the 
doctor some time after the age of 30 will not achieve 
the saving of life that an early diagnosis campaign 


foresees. 


ALL ABOUT DR. MAVOR 


AFTER tumbling in the hay with Dr. Gogarty we 
imay now take a roll in the heather with Mr. Bridie 
(once Dr. Mavor), who has described for us the 
doctor’s way of living for the past fifty years. He 
has dashed off the biography while waiting for an 
interview with St. Peter, and between the chapters 
we listen with respect to his encounters with Mrs. 
Aphra Behn, Barrie, Colley Cibber, and other stimu- 
lating company who drop in to offer him advice and 
criticism. (With bated breath we hear him address 
Marlowe as a “ bombastic old blatherskite.”’) Dr. 
Mavor was a Lowland Scot who was educated at 
Glasgow Academy and studied medicine in a leisurely 
fashion at Glasgow University. He had a theory 
which he proved at the fifth attempt—that the whole 
of anatomy could be learned in a fortnight. This 
left him time to help edit the university magazine 
and to go camping with his cronies in Arran, where 
‘one surrounded oneself with every conceivable 
discomfort and then drank bottled beer to forget 
them.’ He lived through a hectic rectorial election, 
when he and the present Minister of Health evolved a 
song (in Welsh) in support of Mr. Lloyd George, which 
may have been one of the reasons why Lord Curzon 
was elected. After qualifying, young Mavor had only 
time for a short attack of houseman’s head before 
he was overwhelmed by the last war. He served in 
France with the R.A.M.C., and later he was sent to 
Mesopotamia. Mr. Bridie does not believe in pander- 
ing to his readers. Dr. Mavor’s life in the East was 
described in a book published in 1926, and if the reader 
is now unable to obtain a copy of that book, Mr. Bridie 
is unmoved and refuses to repeat the tale. So we 
soon return to Glasgow, where Mavor. after he had 
been demobilised, set up in general practice. He also 
spent some time helping at a psychotherapeutie clinic 
for shell-shocked veterans, where he decided that to 
build up a personality is a job only to be undertaken 
by Socrates, Christ and Confucius working in the 
closest coéperation. In 1923, with a bank balance of 


James Bridie. London: Constable 
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£13 4s. ld.. Dr. Mavor married, and soon he was 
appointed professor of medicine at the Anderson 
College of Medicine. But already his metamorphosis 
into James Bridie had begun. He was writing plays 
for the Scottish National Players, and by way of 
Birmingham and Malvern he had soon reached London 
and the West End stage. 

Mr. Bridie says that & Scotsman is a good biographer 
but a bad autobiographist ; certainly he is to be 
congratulated on his study of Dr. Mavor. 


ACTION OF T.N.T. ON THE BLOOD 

Wirt the outbreak of another European war closet 
attention must again be paid to poisoning by trinitro- 
toluene, which was first put forward as an explosive 
in 1891. During the war of 1914-18 Livingstone 
Learmonth and Cunningham ! described the effects of 
T.N.T. on women working in the filling-sheds of muni 
tion factories, where the work necessitated intimate 
handling of the powder. They classified the symptoms 
into two groups—irritation and intoxication. The 
latter included the following referable to the circula 
tory faintness, giddiness, hot and cold 
flushes, pallor, slight cyanosis, occasional palpitations, 
swelling of hands and feet, and occasional ecchy moses. 
A special susceptibility was also noted in certain 
women—namely, those “inclined to anzwmia.”’ those 
with previous gastric, hepatic, throat, or chest trouble, 
those who sweated profusely or were unclean in person, 
alcoholics, and those with lowered vitality due to 
over-fatigue or malnutrition. 

In an official communication from the Ministry of 
Munitions? the blood changes in T.N.T. poisoning 
were described thus: they “ appear to be the same 
kind as, though less in degree than, those mentioned 
already for D.N.B.” (dinitrobenzene). ‘* The pre- 
sence of methemoglobin may be demonstrated 
commonly in the blood of workers, though cyanosis 
and breathlessness are much less evident than in the 
case of D.N.B. poisoning.”’ The changes in D.N.B. 
were referred to in the following terms : 


System : 


‘*‘ As in nitrite poisoning, there is a conversion of 
oxyhemoglobin to the more highly oxidised form 
methemoglobin. Beyond this . there may 
be, when the poisoning is more severe, haemolysis, with 
degeneration of the corpuscles and escape of methe- 
moglobin into the plasma. In severe cases evidence 
will be found not only of destruction of red corpuscles 
but also of activity in the blood-forming organs ; 
nucleated red corpuscles may be found in severe cases, 
with evidence of imperfectly developed corpuscles, as 
shown by the occurrence of basophile granulations, 


polychromasia, and variations in shape and size. 
Lymphocytosis may also occur.”’ 
This description of the blood changes in D.N.B. 


poisoning appears to be based on Malden’s report,’ 
in which he said that the red cells were considerably 
reduced in number, varied in size and shape, and 
constantly showed basophil granulation ; nucleated 
red cells were occasionally present ; haemoglobin was 
decreased ; the colour-index was normal; the white 
cells showed a total increase, with a relative decrease 
of polymorphs ; and the number of eosinophils was 
sometimes, and of mast-cells more often, relatively 
and absolutely increased. In commenting on the note 
sent to us by the Ministry of Munitions we remarked 
that ‘‘the points of analogy between dinitrobenzene 
poisoning and trinitrotoluene poisoning are rendered 
additionally interesting by the resemblance of both 


1. Livingstone-Learmonth, A., and Cunningham, B. M., Lancet, 
1916, 2, 26 

2. Ibid, p. 1026. 

3. Malden, W., J. Hyg., Camb. 1907, 7, no. 5. 
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conditions to chloroform and to ‘ dope’ : 
(due to tetrachlorethane).4 

In 1921 a report to the Medical Research Council ® 
showed that among the clinical features observed in 
T.N.T. poisoning was anemia, which in its more 
severe forms was aplastic. In experimental work on 
animals it was possible in only two animals to induce 
changes similar to the aplastic anemia and toxic 
jaundice as seen in man. ‘These changes were not due 
to direct haemolysis by T.N.T. The extreme reduc- 
tion of the blood-forming marrow was the chief effect 
of the poison in the cases of aplastic anemia. The 
cell-count was thus that of a rapid progressive primary 
anemia with a high colour-index. Further details of 
the blood changes are now given by Bizzarri,® who has 
found in experiments on guineapigs that effects 
are produced on red cells, white cells, and platelets, 
some by the toluene group, and others by the NO, 
group of trinitrotoluene. The red cells are increased 


poisoning ’ 


by the NO, group, and one of several types of 
anisocytosis, either macrocytic or microcytic, is 


constantly produced by the toluene fraction. A slight 
poikilocytosis may also be found. There is a leuco- 
penia, due to toluene, with slight eosinophilia and a 
relative monocytosis, and a shift of the Arneth count 
to the right. The number of the platelets is slightly 
decreased by the effect of toluene. 

In his latest annual report the chief inspector of 
factories records that last year there were five cases of 
‘aniline poisoning *’ and one case of toxic jaundice 
due to contact with T.N.T. in a shell-filling factory.’ 


THE PSYCHO-BIOLOGICAL APPROACH TO 
PSYCHIATRY 


BEFORE astro-physics and biochemistry had put 
understanding of the external world out of the reach 
of the ordinary man, the search for the nature of 
reality as revealed by science was open to anyone 
who cared to pursue it. It was remarkable that each 
new step which threw light on that reality evoked a 
storm of resentment. So conservative and so anxious 
for the security of the established order was man. 
But nowadays things have changed. If tomorrow 
the fundamental nature of the electron were dis- 
covered, or the dynamic quality of living protoplasm 
were revealed, it is doubtful that it would cause much 


stir. But this does not apply to psychology, and it is 
doubtful if it ever will. The investigation of our 


internal environment is so bound up with our own 
emotional conflicts that we shall always feel a bias 
towards this science. With the new dynamic view 
of the mind came a wealth of data and theory which 
split up psychiatrists into the various schools of today. 
In this country the general attitude towards dynamic 
psychiatry has been that of the fence-sitter—recently 
advocated in these columns.’ In America, where there 
is a much greater tendency to accept broad generalisa- 
tions, some measure of accord has been reached. 
Followers of the psycho-biological school of Adolph 
Meyer and Diethelm will recognise in Dr. Arthur 
Noyes’s book on clinical psychiatry ® the same funda- 
mental theme which has attracted so much attention 
in recent years. The pure but sterile atmosphere of 
Kraepelinian description of clinical types has been 
reinforced by a vital psychology which envisages man 


4. Lancet, 1916, 2, 1021. 

5. Spec. Rep. med. Res. Coun., Lond. no. 58, 1921, cited in 
Lancet, 1921, 1, 657. 

6. Bizarri, M., Fol. med. Aug. 15, 1939, p. 801. 

7. See Lancet, Sept. 9, 1939, p. 616. 

8. Lancet, Aug. 19, p. 436. 

9. Noyes, A. P., Modern Clinical Psychiatry (2nd ed.). Phil- 
adelphia and London: W. B. Saunders Co. 1939. Pp. 570. 
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as a psycho-physical unit striving to keep equilibrium 
in potentially hostile internal and external environ- 
ments. Normal behaviour and psychotic symptoms 
are explicable as phenomena of this equilibrating 
process. Psychic energy is considered to be intimately 
bound up with physical processes, and it is postulated 
that there is ‘‘ presumably a reciprocal relation be- 
tween psychic energy and nerve energy, the physico- 
chemical basis of the latter existing in the Nissl 
bodies of nerve cells.”” The concept of the libido is 
given a much wider meaning than it is by Freud or 
Jung. Noyes regards it as ‘‘ that aspect of biological 
energy which continues the race pattern and motivates 
the psycho-biological drives of the individual.’’ The 
instincts derive their energy from this common source. 
Most of the better-known Freudian mechanisms are 
described and accepted, but it is a relief to discover 
that conscious control has still a large part to play 
in behaviour and in the promotion of normal mental 
health. 

When considering disease processes, Dr. Noyes 
constantly reminds us of the dynamic unity of the 
individual and bids us treat the total organism. <A 
stimulating though perhaps naive example is given 
in the chapter on paranoid psychoses. It is known 
that death in such patients is more often due to 
degenerative circulatory disease than in the other 
biogenetic psychoses. The author states—‘‘ the 
antecedent hypertension and cardiac hypertrophy 
followed by subsequent degeneration and failure when 
the demands of the cardio-vascular system become too 
great represent a compensatory somatosis associated 
with a compensatory psychosis.” 

This is probably the only modern text-book which 
gives any detailed account of insulin and cardiazol 
shock therapies. Much of the best research of the 
last five years is included. A new chapter has been 
added on psychiatry and general medicine, which, 
while perhaps out of place in a book for psychiatrists, 


contains material which any surgeon or general 
physician will find valuable. The author concludes 


with some words of Fritz Mohr—‘ there is no such 
thing as a purely psychic illness or a purely physical 
one, but only a living event taking place in a living 
organism which is itself alive only by virtue of the 
fact that in it psychic and somatic are united in 
unity.” 


LEISHMANIASIS IN EUROPE 


CONCLUSIVE evidence, including the culture of 
Leishmania tropica, is brought forward by Poggi 
and Monti’ that, in an extensive area comprising 
about a dozen townlands in the valley of the river 
Conca, which lies in the Italian provinces of Forli 
and Pesaro on the Adriatic coast, many cases hitherto 
diagnosed as lupus are in reality oriental sore, No 
mention is made of the species of sandfly concerned 
in this district. Although Phlebotomus papatasii 
had hitherto been held responsible for oriental sore 
in Europe, Vanni™ inculpated P. macedonicus (Adler 
and Theodor 1931) alias P. perfiliewi (Parrot 1930) ” 
in one case in Abruzzi, and a typical oriental sore 
was produced in a rat by inoculation with the products 
of trituration of two thousand specimens of P. per- 
filiewi caught locally.” 

In France Giraud, Bergier, and Cabassu™ report 


that human leishmaniasis (kala-azar), observed at 

10. Poggi, I., and Monti, G., 4nn. Igiene, June, 1939, p. 375. 

11. Vanni, V., Jbid, September-October, 1938, p. 520; see 
Lancet, 1939, 1, 886. 
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Marseilles from 1923 to 1938, averaged 6-10 cases 
yearly, reaching a maximum of 24 in 1932; and 
that the incidence of canine leishmaniasis in the same 
area was closely comparable with the human as 
regards both geographical distribution and seasonal 
variation. This appears to confirm the hypothesis 
that Mediterranean kala-azar is a canine disease 
only occasionally communicated to man. Since 
it was not clear that the disease was conveyed by 
sandflies or by fleas, it is suggested that the carrier 
is a tick, a theory which is supported by the fact 
that the disease is commoner among watchdogs and 
sporting dogs of suburban and country districts than 
among canine pets in towns. 


DISTANCE FACTOR IN GAS WARFARE 

THE extent to which war gas will travel along the 
ground in dangerous concentrations is naturally an 
important question, not only for combatant troops 
but also for auxiliary services. Wind currents will 
break up and dilute vapour, and the lighter a gas is, 
the more quickly is it dispersed. Denser and heavier 
gases may be carried down wind a long way and 
distributed over a wide area before they lose their 
virulence. Figures based on theory are apt to be 
falsified. Prof. Gillert! of Berlin states that phosgene 
will not rise higher than about fifty metres but will 
spread at an angle of over 30°. He gives a table which 
shows that a concentration of 1-4 per cent. at the site 
of release may have thinned at three thousand metres 
to 0-004 per cent. In favourable (or perhaps un- 
favourable) circumstances phosgene may be effective 
more than twenty kilometres away and detectable 
up to thirty kilometres. The phosgene which escaped 
by accident at Hamburg in May, 1928, caused 130 
casualties between two and seven kilometres away 
and was detected at fourteen kilometres. If the air 
is still and humid, heavy insoluble gases may retain a 
high concentration at relatively long distances. In 
1930 an escape of an industrial gas (fluorine) filled a 
part of the Meuse valley over an area twenty-five 
kilometres long and one or two kilometres wide, and 
caused 63 deaths in a single day.2, War gas also hangs 
about obstinately in woods. Obviously it is impos- 
sible for troops anywhere near the line to feel quite 
safe. (Gas is, indeed, a clumsy weapon, and may be 
abandoned on grounds of pure expediency. 


POLIOMYELITIS VIRUS IN FACES AND 
DRINKING-WATER 

Last year Trask, Vignec, and Paul pointed out 
that when a filter (Chamberland or Berkefeld) is used 
in attempts to isolate poliomyelitis virus from fieces 
the concentration of the virus is likely to be so low 
that it may not infect animals into which it is injected. 
They suggested that filtration can be dispensed with 
when the stools are treated with volatile antiseptics 
such as ether or acetone. Having adopted this 
suggestion, Kling, Olin, Magnusson, and Gard * report 
the case of a 7-year-old boy who developed non- 
paralytic poliomyelitis in the autumn of 1938. After 
his recovery, his stools were treated as prescribed by 
Trask and his colleagues, and a monkey (Macacus 
cynomolgus) was given an injection into the peritoneal 
cavity, and another into one of its sciatic nerves. 
Paralyses ensued, and autopsy revealed the changes 
characteristic of experimental poliomyelitis. A 
Macacus rhesus was successfully inoculated with 
material from the first monkey, and the disease was 
1. Gillert, E., Med. klin. Aug. 11, 1939, p. 1071. 
2. See Lancet, 1930, 2, 1305 ; 1937, 1, 93 
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transmitted from the second to a third monkey. 
Subsequent tests with the stools of the same child 
suggested that their content of the virus of polio- 
myelitis was gradually waning ; for when a monkey 
was inoculated 31 days after the first inoculation only 
an abortive form of poliomyelitis developed, and the 
result of a further test 120 days after the commence- 
ment of the illness was wholly negative. 

These investigations were brought to the attention 
of the French Academy of Medicine on June 13 of this 
year, and on July 18, before the same forum, Lépine, 
Sédallian, and Sautter* described related findings. 
They said that on Nov. 8, 1938, a man aged 28, 
living in the neighbourhood of Lyons, was admitted 
to hospital moribund from an exclusively bulbar form 
of acute anterior poliomyelitis. It transpired that his 
two children had been feverish about the time that 
he had fallen ill, but had recovered without developing 
paralyses. The stools of one of these children, 
treated in the manner described by Trask, Vignec, and 
Paul, yielded a fluid whose injection into a monkey 
(VU. rhesus) gave rise to typical experimental polio- 
myelitis, About a month later, the child’s stools 
were again tested against a monkey (WV. cynomolgus), 
which in its turn developed poliomyelitis with para- 
plegia, the post-mortem changes being typical of 
experimental poliomyelitis. When the stools were 
tested once more, about four months after the child 
first fell ill, the inoculated monkey developed only a 
transitory paralysis, followed by complete recovery. 
About a month later the same monkey was found to 
be resistant to an intravenous injection of polio- 
myelitis virus. It thus seems that the first inocula- 
tion of this monkey with material taken from the 
child’s stools had made it immune to experimental 
poliomyelitis. The blood of the same child also seems 
to have acquired defensive properties against polio- 
myelitis, for when the child’s serum was mixed with 
a laboratory poliomyelitis virus, the monkey inocu- 
lated with the mixture remained well, whereas a 
control monkey inoculated with the same virus, to 
which no serum had been added, became paralysed 
and died. 

The latest observations on similar lines have been 
made at the Swedish State Bacteriological Laboratory 
under the direction of Professor Kling, who has been 
paying special attention to drinking-water as a possible 
source of poliomyelitis. Numerous sanfples of water 
taken from homesteads and districts invaded by 
poliomyelitis have been tested and, in 1 out of 26 
samples examined, what appears to be the virus of 
poliomyelitis has been found. The sample was taken 
from a homestead in which a case of poliomyelitis 
had been diagnosed the day before, and on its effect 
on monkeys the virus obtained has so far conformed 
to the standards by which the virus of poliomyelitis 
is at present identified. Nevertheless we understand 
that Professor Kling is as yet reluctant to commit 
himself to anything more than a provisional claim 
that his virus is identical with that of poliomyelitis, 
of which there are known to be several serologically 
different strains. It will be interesting to see his 
report to be published in the medical press in the 
near future. 


Captain A. G. Elliott, who has been house-govenor 
of the London Hospital for 37 years, has retired, and 
Captain H. Brierley has been appointed to succeed 
him. Captain H. L. Milsom, the secretary, is also 
retiring because of ill health. 
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SPECIAL 


ETIOLOGY AND TREATMENT OF 
OSTEO-ARTHRITIS 
By T. T. Stamm, M.B. Lond., F.R.C.S. 


ASSISTANT ORTHOP.ZDIC SURGEON TO GUY’S HOSPITAL } ASSISTANT 
SURGEON TO THE ROYAL NATIONAL ORTHOPEDIC HOSPITAL, 
LONDON, 


For many years confusion has existed in the minds 
of medical men about the significance of the articular 
changes called ** osteo-arthritis.”. The relationship 
between these changes and such conditions as rheuma- 
toid arthritis is often misunderstood. Although in 
such standard textbooks as Taylor’s and Osler’s the 
importance of trauma as an etiological factor is 
emphasised in relation to the monarticular forms, no 
reason is given for these changes occurring in a 
polyarticular form or for their appearance in the 
later stages of rheumatoid arthritis. Although stress 
is usually laid on such wxtiological factors as infection, 
metabolic disturbances, and exposure to cold and 
damp, again no explanation is suggested why in some 
cases they produce a degenerative type of arthritis 
and in others proliferative or osteo-arthritic changes ; 
nor is any suggestion made of a possible mechanism 
by which these changes could be produced. 

This confusion and uncertainty is unfortunate from 
the point of view of accurate diagnosis and for a clear 
conception of the forces at work in any particular 
case, but doubly unfortunate from the point of view 
of treatment ; for, unless we have some conception 
of how a disease is produced, treatment must remain 
purely empirical. 

In the Royal National Orthopedic Hospital and in 
the orthopedic department at Guy’s Hospital I have 
been able to study many cases exhibiting the signs 
that we regard as characteristic of osteo-arthritis 
namely, degeneration and wearing away of the carti- 
lage in the central areas of the articular surfaces and 
eburnation of the underlying bone, associated with 
hypertrophy and overgrowth at the edges of the joint 
and the formation of osteophytes, and in the later 
stages hypertrophic changes in the adjacent parts of 
the synovial membrane, with the formation of adhe- 
sions and villous projections. As a result I have come 
to the following conclusions: (1) osteo-arthritis does 
not develop primarily in a joint which is otherwise 
normal ; (2) it only develops in joints already the seat 
of one of the various forms of arthritis or in joints 
whose physical conditions have been altered by 
trauma, usually of one of the articulating bones con- 
cerned ; and (3) it is a truly mechanical arthritis, 
even when it is polyarticular. 


JEtiology 

Excessive wear takes place in the moving parts of 
any machine when they are subjected to abnormal 
stresses and strains through alteration in the physical 
conditions under which they work. This must apply 
equally to living joints; but, since living tissues 
always react in some way to altered physical condi- 
tions, the complete clinical picture of a living joint 
which is the seat of excessive wear shows changes 
which are the direct result of pure mechanical wear, 
plus changes resulting from the reaction of the tissues 
of the joint. 

I intend to show that this admittedly theoretical 
picture conforms exactly with the condition called 
‘ osteo-arthritis *’ and to suggest that osteo-arthritic 
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changes in a joint are always and only of mechanical 
origin. If this view is accepted, osteo-arthritis may 
be defined as the sum of the changes in a joint where 
excessive wear is taking place as a result of some 
alteration in its physical condition. The acceptance 
of this hypothesis leads to the clarification of some of 
the confusion surrounding the classification of the 
various forms of chronic arthritis, for nearly all types 
of chronic arthritis must eventually alter the physical 
conditions of the joint and tend to produce excessive 
wear and tear. In their later stages all forms of 
chronic arthritis are therefore liable to show changes 
characteristic of osteo-arthritis, but such changes are 
a consequence of the arthritis and not a part of it, 
and they must be discounted ‘f a clear picture of the 
part cular form of arthr’tis is to be obtained. 

What then are the changes which may theoretically 
be expected to take place when a living joint is sub- 
jected to altered physical conditions? As stated 
above, they will consist in: (1) changes due to 
mechanical wear, such as would develop in an inani- 
mate machine of similar structure ; and (2) changes 
resulting from the reaction of the living tissues to the 
altered stresses and strains to which they are being 
subjected. 


CHANGES DUE TO MECHANICAL WEAR 


Failure of lubrication is the main cause of excessive 
wear in any machine. This may be due either to a 
lack of proper lubricant or to breaking of the film of 
lubricant by excessive pressure between the opposing 
surfaces. When either of these conditions is present 
in a joint, the affected areas of the articular cartilage 
begin to wear away. As a rule the central areas of 
the cartilage receive most of the stress and must 
therefore show the most wear. Proper lubrication in 
any joint can be assured only when the opposing 
surfaces are not exactly parallel, so that point or 
linear contact is made between them. The slight V- 
shaped gap thus formed on either side of the line of 
contact causes the lubricating fluid to be compressed 
and forced between the opposing surfaces on move- 
ment. When wear takes place, the surfaces tend to 
be ground into too exact a fit, and so the joint tends 
to “seize”? and to move in a series of jerks. This 
might reasonably be expected to cause transverse 
ridges and cracks in the cartilage, such as develop on 
the surface of a road, and may be partly responsible 
for the “ fibrillation ” of the cartilage so commonly 
seen in degenerating joints. 


REACTION TO THE TISSUES 


To deduce the probable reactions of the joint to 
abnormal stresses and strains it is necessary to bear 
in mind what happens in other tissues when similar 
forces are applied. In nearly all tissues the reactions 
are similar : when excessive steady pressure is applied, 
the tissues atrophy ; excessive intermittent pressure, 
on the other hand, tends to produce hypertrophy and 
overgrowth, When, however, the tissues are subject to 
a degree of pressure or stress which they are designed 
to withstand, no abnormal reaction takes place. 

The skin of the heel affords a simple example 
illustrating these points. The normal even pressure 
of the body-weight on the skin of the under surface of 
the heel does not evoke any reaction, and the skin 
remains soft and supple. At the edges of the heel 
there is continuous hypertrophy and overgrowth of 
the skin, and so everyone has a ridge of thickened 
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skin round the edge of the heel, presumably due to 
the excessive intermittent pressure to which this strip 
of skin is subjected owing to the smaller area avail- 
able. The same reaction takes place when one 


metatarsal head becomes depressed. The skin 
underneath it is subjected to excessive intermittent 
pressure, and a callosity constantly develops. When, 
on the other hand, excessive, but continuous pressure 
is applied, as in a badly fitting plaster, the skin and 
underlying tissues atrophy and a pressure sore 
develops. 

Similar changes may be expected in joints under 
abnormal conditions of stress. Thus, in the central 
areas of the articular surfaces, where pressure is con- 
tinuous and most likely to be excessive, atrophy and 
degeneration of the cartilage may be expected. This, 
together with the mechanical wear already mentioned, 
causes the cartilage to wear rapidly away until the 
underlying bone is exposed, and being exposed, may 
be expected to attempt to reproduce an ordinary 
cortical surface, which will be moulded to the shape 
of the opposing articular surface by the movements 
of the joint. 

At the margins of the joint, however, the pressure 
or stress, though it may become excessive, is inter- 
mittent, and in this situation hypertrophy and over- 
growth must be expected. Cartilage cannot hyper- 
trophy to any great extent, but the marginal bone can 
do so and there will be overgrowth of bone round the 
margins of the joint, comparable to the thickened 
skin round the margin of the heel. The synovial 
membrane in this peripheral area will be liable to be 
nipped or rubbed by the adjacent bony overgrowths. 
In this way raw areas may be caused which will tend 
to stick together and produce adhesions in the joint, 
and hypertrophy of the synovial membrane may 
result from the irritation and produce villous projec- 
tions. 

The clinical picture produced must vary in different 
cases, for the reaction of the tissues depends to some 
extent on the state of their blood-supply and therefore 
on the state of the general circulation. It is well 
recognised that the hyperemia caused by certain 
types of inflammation leads to atrophy and absorp- 
tion of bone, whereas sclerosis of bone is often found 
where there is a diminution of the local blood- 
supply. When, therefore, the local blood-supply is 
deficient, hypertrophic reactions round the margins 
of the articular surfaces tend to occur, with 
sclerosis of the bone ends. On the other hand, 
when there is hyperemia, the atrophic changes 
usually predominate, and bony outgrowths may not 
be formed. 

The complete theoretical picture of a mechanical 
arthritis therefore consists of a joint in which the 
cartilage, especially in the central areas of the articular 
surfaces, is atrophied, split with transverse ridges or 
fibrillations, or even completely worn away. At the 
margins of the joint there is hypertrophy, with a rim 
of new bone formation. The synovial membrane in 
this area may also be hypertrophied and heaped up 
into ridges, and there may be multiple adhesions. In 
fact, all the typical changes of osteo-arthritis can be 
explained on an entirely mechanical basis, and at the 
same time this hypothesis can satisfactorily explain 
the pathological results in all types of cases in which 
the mechanical state of the joints has been altered, no 
matter what the primary cause of this change has 
been. 


CAUSES OF ALTERATION IN MECHANICAL STATE 


Fracture into a joint.—When the line of fracture 
passes across an articular surface and perfect reduc- 
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tion is not effected, a ridge will be left, and the 
cartilage along this ridge will be subjected to excessive 
pressure, and so it will degenerate and wear away. 
Further, owing to the altered alignment of the 
articular surfaces, abnormal stresses are likely to fall 
on other parts of the joint, and so generalised changes 
may also develop. If the joint is stiff as a result of 
the original injury, these effects will be exaggerated, 
and degeneration will take place sooner than would 
otherwise be the case. This factor of free mobility in 
a joint is most important from the point of view of 
traumatic arthritis. The greater the natural mobility 
of a joint, the greater the possibility of ‘‘ play ” 
between the articular surfaces which enables it to take 
up unusual stresses and strains, and therefore the 
likelihood of damage being sustained to the articular 
surfaces by their being impacted together is consider- 
ably diminished. For this reason a flail joint in a 
paralysed limb is very rarely the seat of osteo- 
arthritis, whereas some joints—e.g., the hip-joint 
are much more liable to osteo-arthritis than others 
because a deep ball-and-socket construction does not 
allow play between the articular surfaces, and all 
unusual stresses and strains must be taken through 
them. In the shoulder-joint, on the other hand, 
there is such free mobility and play between the 
articular surfaces that they can very rarely be 
impacted together, and osteo-arthritic changes are 
correspondingly rare. 

Fractures outside joints.—When a fracture does not 
properly unite, the resultant angulation of the bone 
may throw a neighbouring joint out of alignment, so 
that it is subjected to shearing strains. For example, 
a fracture of the tibia producing lateral angulation of 
the lower end throws the ankle-joint out of the 
horizontal, and so the body-weight acts as a shearing 
strain on the upper surface of the talus. This will 
very soon cause excessive wear, and osteo-arthritis 
will supervene as a result of the altered mechanics of 
the joint. 

Rheumatoid arthritis primarily affects only the 
capsule and synovial membrane of a joint, but as a 
result of the changes in these structures the joint 
becomes stiff and there is a lack of secretion of 
synovial fluid. Subsequent use of the joint will lead 
to excessive wear of the articular cartilage owing to 
improper lubrication, and the joint will at the same 
time be subjected to excessive stresses and strains 
owing to its stiffness. Eventually, therefore, the 
features of a mechanical arthritis will be added to 
those of rheumatoid arthritis. It is this factor which 
has caused so much of the confusion between rheuma- 
toid arthritis and osteo-arthritis already mentioned. 
The changes typical of osteo-arthritis, which are so 
often seen in rheumatoid arthritis, are merely those 
of the mechanical arthritis which is an inevitable 
sequel to the damage caused to the joint by the 
rheumatoid disease. 

In rheumatoid arthritis, however, the picture is 
altered by the presence of hyperzmia, which is such a 
contant feature of the active stage. Hyperemia 
delays or prevents the onset of sclerosis of bone 
and so the degenerative changes predominate. When 
the articular cartilage has finally worn away, the 
hyperemia may limit the condensation of the under- 
lying bone, so that two soft cancellous bony surfaces 
come into contact. Since movement is restricted 
to a great extent by the stiffness of the joint, 
actual bony union may then take place, particularly 
in joints, such as carpal or tarsal joints, where the 
normal range of movement is limited. 

Later, when the disease becomes quiescent, the 
hyperemia is replaced by anemia, probably due in 
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part to the contraction of the fibrous tissue round the 
joint. At this stage sclerosis of the bone is likely to 
develop, with formation of osteophytes, provided that 
some degree of movement has been retained to provide 
the stimulus. 

Gouty arthritis —The effect of local anemia in 
causing sclerosis of bone and a more proliferative 
type of arthritis explains the frequency with which 
these changes are found in elderly and in arterio- 
sclerotic patients. The products of disordered 
metabolism, such as are formed in gouty arthritis, 
damage the joints, and in some cases this is the 
primary cause of the subsequent osteo-arthritis. This 
form of arthritis also consists of two components : 
(1) the primary metabolic disorder with its local 
effects on the joint, and (2) the resulting mechanical 
arthritis. To these may be added a third factor— 
namely, anemia of the tissues from the often associ- 
ated arteriosclerosis. This factor tends to accelerate 
the deterioration of the joint and may increase the 
sclerosis of the ends of the bones. 

Nutritional disturbances.—In many cases, especially 
in elderly subjects, no definite primary cause can be 
found for the osteo-arthritis. In such cases deteriora- 
tion of the cartilage, which becomes soft and fibril- 
lated, is usually the first change, and I suggest that 
this is probably due to deficient nutrition. In this 
sense such changes may reasonably be described as 
“trophic ” and are probably a direct result of the 
often associated arteriosclerosis. Once such changes 
have taken place in the articular cartilage, the even- 
tual onset of generalised osteo-arthritis becomes 
inevitable. 

(To be concluded) 


GAS INJURIES TO THE EYES 


Tue damage to the eyes that may arise from high 
explosives and incendiary bombs will not differ 
essentially from that met with in peace-time practice, 
and its treatment can be based on established 
principles, but injuries due to gas are largely an 
unknown quantity. 

Though the value of gas as a measure of offence in 
comparison with high explesives is open to doubt, 
and therefore the extent to which it will be used in 
this war remains to be seen, the possibility that 
it will later be employed to produce panic and 
disorganisation among civilians must be prepared 
for. 

The experience gained in the last war, however, 
may not be applicable to this, not so much because 
new unknown gases may be used but because the 
methods of distribution of gases are now more 
effective. 

Almost all gases used in chemical warfare cause 
some ocular discomfort and lacrimation, but the 
groups known as lacrimators and vesicants are of 
special significance. The lacrimators produce severe 
subjective symptoms, which are mainly ocular but 
also include burning sensations in the throat and 
pain and discomfort in the chest when patients are 
exposed to relatively high concentrations. The eye 
symptoms are outstanding—they consist of a stinging 
in the eyes, immediate and profuse lacrimation, and 
spasm of the eyelids, sometimes so severe that the 
victim is unable to open his eyes at all. These 
symptoms, though alarming, are transient, and 
within a few hours the whole condition subsides, 
leaving no permanent after-effects. 


TO THE EYES 
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As against these dramatic and obvious effects of 
the lacrimators, the action of the vesicants is insidious. 
This group comprises mustard gas and the allied 
Lewisite ; the latter, though first prepared in 1917, 
has not as yet been used in war. When the eye is 
exposed to mustard gas there is a latent period whose 
duration depends on the concentration of the gas. 
In the last war it was, as a rule, six to eight hours, 
though sometimes it was as short as two hours, and 
it is absent when gas in its liquid form splashes 
directly into the eyes. After the latent period pain 
and a feeling of grittiness under the lids develop, 
followed by photophobia, blepharospasm and profuse 
lacrimation. The lids become edematous and glued 
together. The conjunctiva, particularly in the 
interpalpebral area, is intensely engorged and swollen. 
Where the cornea is involved, the photophobia and 
blepharospasm are more severe, and the patient 
may think himself blind because he cannot open his 
eyes. There is no purulent discharge unless secondary 
infection takes place. In cases of corneal involve- 
ment the part of the cornea that is covered by the 
upper lid is usually unaffected. The exposed inter- 
palpebral area loses its lustre; a turbid horizontal 
band is thus seen stretching across the clear cornea to 
become confluent with the affected interpalpebral 
conjunctiva. The pupil is contracted. Abrasion, 
ulceration and secondary infection may all occur, 
rendering the immediate prognosis more grave. 
Where there has been a direct splash with liquid gas 
intense lacrimation sets in within a few minutes ; 
within half an hour there is great injection of the 
conjunctiva and within an hour progressive chemosis. 
Infiltrating ulceration involving the cornea, con- 
junctiva and lids develops. The corneal lesion is 
similar to that of any severe caustic burn, but the 
slowly progressive damage and delayed healing more 
resemble an X-ray burn. 

During the last war only about 10 per cent. of 
gassed men developed corneal lesions—mostly tran- 
sient—and it is said that only about 15 men in all 
were blinded by gas. This figure is almost certainly 
an underestimate, if the cases of late keratitis, not 
recognised till several years after the war, are included. 
None the less, the figures do help us to place the risks 
of mustard gas to the eyes in their proper perspective, 
for protective measures against gas have developed 
considerably in the last twenty years. 


TREATMENT 


Fundamental difficulties arise in treatment. Ex- 
perimental works by Warthin and Weller! on various 
animals suggests that the action of gas is instan- 
taneous. If drops of liquid mustard gas are put on 
both corneas of an animal, and one eye is at once 
thoroughly irrigated, the lesions in the two eyes on 
the following day are identical. Histologically all 
the layers of the cornea are involved, and in severe 
cases the whole of the cornea is necrosed, exposing 
Bowman’s membrane. If these findings are applic- 
able to man, the end-result will be determined 
almost entirely by the concentration of the gas 
reaching the eye, and treatment can only be directed 
to relieving symptoms and combating the cumulative 
action of the gas. This lamentable view, which is 
generally accepted, is contested by Bonnefon,? who 
points out that horses were more affected than men 
by gas during the last war, and records the severe 


1. Warthin, A. S., and Weller, C. V., Medical Aspects of Mustard 
Gas Poisoning, St. Louis, 1919. 

2. Bonnefon, Gaz. scien. méd. Bordeaux, March 12, 1939, and 
Siécle méd. Sept. 1, 1939. 
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course of eye lesions in animals as the result of the 
absence of lacrimal secretion with its defensive 
mechanism. As against the classical treatment 
irrigation with some bland lotion such as sodium 
bicarbonate solution, instillation of castor oil or 
liquid paraffin, and atropine drops where necessary— 
Bonnefon advocates measures to increase the flow of 
tears and induce drainage from the conjunctiva 
and cornea by osmosis. He regards oily drops as 
harmful because they absorb the gas and thus keep 
it pent up in the eye; ointments he condemns for 
the same reason and also because they impede the 
flow of tears by glueing the lids together. He 
suggests irrigation for 10 minutes, two or three times 
a day, with a hypertonic lotion such as saturated 
solution of sodium sulphate 800 grammes, solution of 
glucose 200 g. 

One other method of treating severe corneal 
lesions may perhaps be found applicable. Of late 
years Denig has proposed immediate mucous grafting 
of the cornea in severe caustic burns, the graft being 
taken from the mucosa of the lower lip. The results 
are said to be gratifying, and this method may be 
worth trying out in exceptional cases. 

In all degrees of eye lesions from mustard gas two 
symptoms require special attention, as was urged by 
Sorsby at the Aberdeen meeting of the British 
Medical Association. The blepharospasm induces a 
fear of blindness with a severe anxiety state. By 
gently separating the lids the patient can be convinced 
of the groundlessness of fears. The pain that 
patients experience has led to the suggestion that 
cocaine drops should be instilled, but most authorities 
agree that cocaine should be avoided owing to its 
devitalising effect on the corneal epithelium. Sub- 
stitutes such as Pantocaine and Larocaine have also 
been recommended,’ and Dor * advocates 2 per cent. 
dionin drops. Where pain is severe, atropine is 
generally indicated because of the associated corneal 
lesion, and this should usually suffice. 





GENERAL POST 


MOVEMENT OF THE MEDICAL SCHOOLS 


Detarits of the arrangements for the future of 
medical education in London and the provinces have 
now been worked out by most medical schools. In 
general, it may be said that preclinical teaching in 
London is to stop, the London students being trans- 
ferred to various provincial universities. The clinical 
teaching of the London schools, on the other hand, is 
to continue in the hospitals of the sector of each 
teaching hospital. The provincial schools are staying 
where they are, though many of them will have to 
make changes in organisation to cope with the London 
evacuees. In most cases, these newcomers are bring- 
ing their own teachers with them, and the students 
will continue to take London examinations. The 
arrangements for clinical teaching in hospital sectors 
vary as yet in completeness. The most usual plan 
appears to be to dispatch those needing elementary 
clinical instruction to the base hospital, while the 
other students are divided into small groups that will 
move from hospital to hospital. At certain hospitals, 
usually those accommodating the sector pathological 
laboratories, arrangements will be made for teaching 
practical pathology, and as a rule one or two hospitals 
in each sector have adequate facilities for midwifery. 

Groups of students will be on duty at casualty 
clearing stations for short spells. 

3. Stallard, H. B., Lancet, Sept. 2, 1939, p. 576. 
4. Dor, quoted in Pr. méd. July 5, 1939, p. 1066. 
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The system will offer certain great advantages. 
The amount of clinical material and the opportunities 
for practical experience will be enormously increased, 
and this should more than compensate for the dis- 
persal of clinical teachers. Many students will for 
the first time realise that municipal hospitals are not 
to be despised, and that there are many whole-time 
doctors in municipal service who can hold their own 
at the bedside with their voluntary-hospital col- 
leagues. In some of the smaller hospitals, general- 
practitioner members of the staff are already doing 
their share of teaching, and the students are learning 
at first-hand that general practice is not the occupa- 
tion of the second-rate doctor. The position of the 
clinical students will be reviewed by the deans of the 
London hospitals towards the end of the year. 

The arrangements for the London medical schools 
will be reviewed by their deans towards the end of the 
year ; at present they are as follows :— 


St. Bartholomew’s.—The preclinical anatomy and 
physiology will be carried on at Cambridge, while 
clinical studies will go on at St. Bartholomew’s 
casualty clearing station and the other hospitals in 
sector 3. Teaching in first year subjects has yet to 
be arranged. 

Charing Cross.—Preclinical students for Charing 
Cross Hospital normally attend King’s College. They 
will follow King’s College to Glasgow University. 
Clinical students will be distributed throughout the 
hospitals of sector 4. Teams of surgical dressers and 
blood-transfusion groups have been arranged. Clinical 
beginners are likely to be posted to the base hospital 
and an interchange of students between the hospitals 
to vary clinical experience will probably be organised. 
The address of the secretary of the Medical School is 
81, St. Margaret’s Road, Twickenham, Middlesex. 
(Tel.: Popesgrove 1226.) 


St. .George’s.—Preclinical students who normally 
study at King’s College will be transferred with that 
college. Clinical students are dispersed throughout 
sector 7. About 25 are at Isleworth, 15 at Staines, 
10 at Slough, and smaller numbers at various L.C.C. 
hospitals. 

Guy’s.—The preclinical students at Guy’s will not 
go to Oxford as previously announced but to Sherwood 
Park, near Tunbridge Wells. Students will be lodged 
in private houses converted into hostels. Clinical 
students are distributed to the hospitals throughout 
sector 10. 

King’s College Hospital.—The preclinical students 
at King’s College will go to Glasgow University. The 
clinical students have been distributed through the 
hospitals in sector 9. 


The London.—Preclinical students are to go to 
Cambridge. They are being provided with board and 
lodging at St. Catherine’s College, but their teaching 
arrangements are in the hands of their own professors 
and not the university staff. Clinical students are 
distributed throughout the hospitals of sectors 1 and 
2. Subject to the approval of the county borough 
councils concerned, teaching will be carried on in the 
municipal hospitals at Romford, Rochford, and Whipps 
Cross, and in many voluntary hospitals including 
Southend General, Queen Mary’s at Stratford, and 
the King George V Hospital at Ilford. In sector 2 
there are 12 large L.C.C. hospitals and also two 
important Middlesex county council hospitals. A 
service of dressers at casualty hospitals in dangerous 
areas will be maintained and students will take turns 
for short spells on duty at these casualty hospitals. 
Facilities for teaching obstetrics will probably be 
available at the Hackney and Mile End Hospitals of 
the L.C.C., at Oldchurch County Hospital, Romford, 
and at Brockett Hall which is being opened as an 
obstetric hospital for the county of Hertfordshire. 
Courses in pathology will be organised at Billericay 
Hospital under Professor Bedson, pathologist to 
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ORGANISATION 


sector 1, and at Chase Farm P.A.1I., Enfield, under Dr. 
Panton, pathologist to sector 2. The secretary of 
the medical school should be addressed c/o St. Cath- 
erine’s College, Cambridge, and the dean can usually 
be seen there on Sunday mornings at 11 A.M. Letters 
for the dean should go to the headquarters of sector 1, 
emergency hospital organisation, Essex County 
Hospital, Hermon Hill, Wanstead, London, E.11. 

London Hospital Dental School.—The headquarters 
of this school will be established at Claybury Mental 
Hospital, Woodford Bridge, Essex. Subsidiary cen- 
tres for clinical dental teaching will be opened at St. 
Margaret’s Hospital, Epping, Haymeads Institution, 
Bishop’s Stortford, St. Andrew’s Hospital, Billericay, 
and probably also at Chelmsford P.A.1. and the Chase 
Farm. P.A.1L. 

St. Mary’s.—Preclinical students are to work at 
Manchester University. Clinical students will be 
distributed throughout the hospitals of sector 6. 

Viddlesex.—Preclinical students will be moved to 
the University of Bristol where they will continue 
under their own Middlesex teachers. Clinical 
students will be distributed throughout the hospitals 
of sector 5. Some will be at the Middlesex Hospital 
C.C.S. itself. others at the Mount Vernon Hospital, 
the Royal Bucks Hospital, Aylesbury, the Ministry 
of Health Emergency Hospital at Aylesbury, the 
Willesden General Hospital, and so on. 

Royal Free.—Students working for the first medical 
examination are to go to St. Andrews University. 
Those working for the second M.B. are to go to 
Aberdeen University. Clinical students will work at 
the hospitals in sector 3,some continuing at the Royal 
Free C.C.S., while others will be at the base hospital 
at Arlesey in Bedfordshire. 

St. Thomas’s.—Preclinical students are to move to 
Oxford, while clinical students are to be distributed 
among the hospitals of sector 8. 

University College.—The students of this college 
have been moved en masse to the University of Wales, 
Aberystwyth. The women preclinical medical students 
are, however, to go to Sheffield. 

University College Hospital.—The clinical students 
are distributed through the hospitals of sector 4. 
Arrangements have already been made for clinical 
teaching at the West Herts Hospital, Hemel Hemp- 
stead, and at the Leavesden Hospital. A nucleus 
remain behind at University College C.C.S. 

Westminster.—Preclinical students at King’s College 
will follew that college to Glasgow. Clinical 
students will be distributed throughout the hospitals 
of sector 7. 

University of London.—The administrative offices 
of the university are now located at the Royal 
Holloway College, Englefield Green. 

British Postgraduate Medical School.—Postgraduate 
teaching has practically ceased, but 27 undergraduate 


* students are attached to the Hammersmith Hospital, 


in connexion with the E.M.S. scheme. These are 
receiving clinical instruction in medicine, surgery, 
midwifery and pathology, on the 300 civil sick 
occupying some of the 700 beds of the hospital. 


PROVINCIAL MEDICAL SCHOOLS 

In general it may be said that the provincial 
medical schools are acting entirely as evacuation 
areas. Neweastle-upon-Tyne, being a de-restricted 
area for air-raids, is not receiving evacuees. At 
Oxford it is probable that a complete clinical course for 
Oxford students will be organised at the Radcliffe. 
Teaching in most areas will probably begin earlier in 
the day and end earlier so that blackout difficulties 
may be avoided. At Newcastle work is to cease at 
3.30. Many provincial schools have already been 
depleted as members of their staff have left for service 
appointments, but clinical teaching will not be 
seriously affected. 


OF A SECTOR [sEpT. 30, 1939 
ORGANISATION OF A SECTOR 


Tue Government’s scheme for the reorganisation of 
hospitals to -be ready for civilian air-raid casualties 
has undergone modifications in detail since it was 
announced in March, but few changes have been 
needed in its framework. A year ago the Minister 
of Health divided England and Wales into twelve 
regions, each with a ‘hospital officer,’ usually a 
member of the Ministry’s medical staff. This officer 
drew up a plan for placing the hospitals in his region 
on a war basis, and when war came he was responsible 
for putting it into effect. The general aim was to 
provide in the danger areas for the collection, first-aid 
attention and sorting of casualties, and for enough 
treatment at casualty-receiving hospitals to fit them 
for a journey by ambulance. Next, to provide 
advanced base hospitals in presumably safer areas, 
fully equipped in both apparatus and personnel to 
carry out all necessary operative or other treatment 
of the injured ; base hospitals still further from 
danger to which patients could be moved for after- 
treatment ; and, finally, a group of less well-equipped 
hospitals for convalescent and chronic cases. London 
formed one region, but on account of its dense popu- 
lation and liability to attack it required special 
consideration. The Metropolitan Police district and 
the area within about forty miles was therefore 
divided into ten sectors, radiating out from the twelve 
big London teaching hospitals, which were to be the 
main casualty-receiving hospitals for their sectors. 
Each of these teaching hospitals nominated one of 
its staff, often the dean of the medical school, as 
‘group officer.”” His task was to allocate the work 
of the hospitals and personnel in coéperation with the 
hospital officers into whose regions his sector extended, 
and under the supervision of the Director-General of 
the Emergency Medical Service. He was not respon- 
sible, however, for the internal management of the 
hospitals, which remained in the hands ofthe govern- 
ing boards or the local authority, as the case might be. 

Sector V makes a convenient example of the 
organisation, being one of the smallest. Its parent 
hospital and main casualty-receiving hospital is the 
Middlesex, and its group officer, Dr. H. E. A. Boldero, 
has his headquarters and secretarial staff in a private 
house at Rickmansworth. The number of available 
beds at the Middlesex has been reduced from the pre- 
war 614 to 320, and the medical staff now consists of 
21 full-time men, mostly drawn from the junior 
members of the ordinary staff, and 40 students in 
their clinical years. In the first few days of the war 
the hospital was cleared of patients as far as possible 
by sending them home or to other hospitals, and for 
the first fortnight only urgent cases were admitted. 
At that time only 78 patients remained. Since 
Sept. 16, however, the Minister of Health has sanc- 
tioned the admission of semi-urgent cases from the 
waiting list. Windows, sky-lights and soon have been 
protected, but no great structural alterations have 
been needed to convert the buildings to their new 
purpose. 

The sector contains seven other casualty-receiving 
hospitals ‘class 1A ’’—that is to say, hospitals of 
over 50 beds which were or have been made capable 
of giving the necessary immediate treatment to casu- 
alties—namely, the Central Middlesex, Harrow 
general, Wembley general, St. Andrew’s Dollis Hill, 
Willesden general and Willesden infectious diseases 
hospitals. In most of these the number of beds 
remains about the same as before the war, though in 
some additions are projected. The buildings have 
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been given protection from air attack and additional 
equipment has been supplied by the Ministry of 
Health. Their medical staff are not all full-time, 
some being still in practice in the neighbourhood. 
The Willesden general, for instance, has 6 full-time 
and 4 part-time men and 14 Middlesex. students ; 
the Harrow general 5 full-time men living out, 
2 resident house-officers, 6 part-time men and 12 
students. These hospitals have also been cleared of 
patients except for a nucleus of about a fifth of their 
complement. In addition there are five casualty- 
clearing hospitals ‘“‘class 1B ’’—Paddington Green, 
the Western Ophthalmic, the Samaritan Free, the 
Radium Institute, and Northwood and _ Pinner 
hospital—special or small hospitals that will only 
change over from their ordinary work to the reception 
of casualties when the organisation is hard-pressed. 
Next come the two advanced base hospitals, the 
Mount Vernon and the Royal Bucks at Aylesbury. 
The Mount Vernon has been greatly enlarged and is 
now equipped and staffed to deal with all kinds of 
injuries. Before the war it contained 100 beds for 
cancer patients ; now it has 520, 300 being in tents 
on the lawn, and when its hutted annexe is finished 
it will have 620. It has an entirely full-time staff of 
29 as well as 24 students, mostly drawn from the 
Middlesex. The Royal Bucks has had some 35 beds 
added to its pre-war 115, and also has some students 


PANEL AND 


Regulations Suspended 

THE Ministry of Health have informed insurance 
committees that the regional medical service has been 
suspended and the regional medical officers assigned 
to other duties. Insurance practitioners cannot, 
therefore, now refer cases to the R.M.O. either to 
assess incapacity for work or for consultation. Other 
activities under the medical benefit regulations which 
have been suspended until further notice are : 


(a) The routine testing of drugs and appliances 
supplied to insured persons. Special tests may, 
however, be made where there are good grounds for 
thinking that tests are desirable; (b) Proceedings 
under regulation 43 for alleged excessive prescribing ; 
(c) Proceedings under regulation 44 for the investiga- 
tion of certification ; (d) Proceedings under regulations 
{2 and 45 for failure to keep medical records. The 
Ministry are not enforcing the obligation to keep 
records during the war, but are leaving practitioners 
to keep such records (especially clinical notes) as they 
can in the pressure under which they will be working. 
It has been suggested that where the absentee 
practitioners’ records are deposited with insurance 
committees they should be redistributed among the 
acting practitioners who have these patients on their 
temporary lists, for their information and completion. 
This course also seems desirable from the point of 
view of the safe keeping of the records to avoid their 
concentration longer than is necessary in the offices 
of committees ; (e) Proceedings under regulations 47 
and 48 for substances alleged not to be drugs or 
prescribed appliances; (f) The routine checking of 
prescriptions against practitioners’ lists. The com- 
mittee, however, is given discretion to deal with a 
particular case. 

More Cooperation and Larger Lists 

The Ministry have suggested that for the period of 
the emergency insurance practitioners should agree 
to forgo payment from the local practitioners’ fund 
for emergency treatment and anesthetics. It has 
long been the policy of some panel committees to 


AND CONTRACT PRACTICE 


CON’ 








[sepT. 30, 1939 759 
attached. The casualty-receiving hospitals will send 
their patients when they are fit to move to one of 
these two, the intention being that the Mount Vernon 
will take patients from the Middlesex and its neigh- 
bourhood and the Royal Bucks from hospitals further 
out, though this must necessarily depend on where the 
main brunt of an air-raid falls. 

In most sectors the base is situated well away from 
London and arrangements have been made for the 
reception there of a large number of patients. At 
Arlesley, for example, the base hospital for sector IIT, 
the Three Counties mental hospital has been extended 
to take 1200 casualties in addition to its 1100 mental 
patients. Similarly, the base for sectors VIII and IX 
at Horton will have over 2500 beds. In sector V, 
however, no comparable institution capable of rapid 
conversion was available, and the base is placed at 
Aylesbury to the advanced hospital. 
For this purpose the Aylesbury public assistance 
institution is being enlarged and up-graded by the 
erection of tents and huts and the addition of theatre 
and other equipment to hold some 700 patients. 
The three remaining hospitals in sector V—Chesham 
cottage hospital, St. Monica’s children’s hospital and 
the London lock hospital—may be needed later for 
the reception of chronic or convalescent 
Meanwhile, like the casualty-receiving hospitals in 
class IB, they will go on with their ordinary work. 


close base 


cases, 


PRACT PRACTICE 


discourage claims for emergency treatment on the 
ground that practitioners should act for one another 
in case of necessity on the principle of give and take. 

In vjew of the smaller numbers of practitioners 
available for civilian (including insurance) medical 
service some latitude will be found necessary in the 
maximum number of insured persons permissible on 
practitioners’ lists. General approval has been given 
in allocation schemes for an additional 500 to the 
maxima prescribed for practitioners with and without 
partners or assistants, and a similar increase in the 
average for a partnership. This relaxation will be 
examined in the light of experience and the extension 
now allowed may even be increased. 


Prescriptions and Certificates 

The Minister has been approached about insurance 
practitioners’ surgery hours and insurance chemists’ 
shops’ hours of opening, in view of the blackout. 
Though early closing would be convenient to doctors 
and chemists, and even many patients, it must be 
remembered that national needs will not permit all 
works and offices to before nightfall. The 
Minister has recommended insurance committees to 
review the position in consultation with the local panel 
and pharmaceutical committees and make suggestions. 
The Minister has also said that it would help if 
practitioners always make a practice of issuing 
prescriptions and certificates to patients at the time 
of visiting them. It is a little surprising to find that 
the Minister has found it necessary to make this 
suggestion. 


close 


Absentee Practitioners 
Large numbers of insurance practitioners have been 
called away. Some have arranged for partners or 
deputies to carry on their practices on their behalf, 
but many have taken advantage of the B.M.A. 
scheme for the protection of practices. So far as 
insurance practice is concerned, 50 per cent. of the 
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remuneration of the absentee practitioner is credited 
to him and the other 50 per cent., less an amount 
to be determined in respect of the cost of administra- 
tion, forms a pool from which acting practitioners are 
remunerated for their services. The bureaus to 
administer this arrangement are as a rule the local 
insurance committees. During a practitioner’s ab- 
sence his list will be reduced in respect of deaths, 
cessations from insurance and removals outside the 
area of his practice; the ordinary end-of-quarter 
transfers will also operate, but he will continue to be 
remunerated in respect of those of his patients who 
have placed themselves provisionally under the care 
of acting practitioners. 

So far as acting practitioners are concerned, accep- 
tances during the war will be provisional and after- 
wards all patients will be given the option of exercising 
a fresh choice. Insured persons accepted for the first 
time, that is to say, new entrants and removals into 
the district, will carry 100 per cent. capitation value 
to the accepting practitioner, but provisional accep- 
tances of the patients of absentee practitioners will 
of course rank only towards the distribution of the 
bureau pool. Acting practitioners would be well 
advised, when accepting patients of absentee practi- 
tioners, to take care that part ‘‘B” of the medical 
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card is completed and that the word ‘ provisional ”’ 
is endorsed in that part of the medical card as well as 
their signature. Insurance committees in their 
capacity as local bureaus will have to keep a separate 
record of this type of provisional acceptance, and 
practitioners will find that a little extra trouble in 
indicating the type of acceptance will be amply repaid 
in reducing misunderstandings. 

As already indicated, the keeping of medical records 
will not be obligatory during the war, but some 
bureaus are arranging to supply specially marked 
continuation cards for provisional acceptances of 
patients of absentee practitioners, so that the acting 
practitioner may readily recognise the war-time 
patient and make any clinical note he may feel 
desirable. Practitioners who are leaving their civil 
practices to take up national service are reminded 
that they must communicate with the insurance 
committee and indicate the nature of the arrangements 
made for the conduct of their insurance practice. 
It is difficult to believe, but we are told that some 
practitioners have gone on full-time national service 
without making any arrangements to secure the 
treatment of the patients for whom they are respon- 
sible and for whom they are being paid by the 
insurance committee. 


GRAINS AND SCRUPLES 


FROM D.P.M. 
Vv 

Now that we have leisure to exchange views, I am 
finding out how different people prepared for war. 
One friend of mine bought herself a pair of ski-ing 
trousers and some sherry, and another laid in an 
eighty-pound cheese. Some have bought bicycles 
and some bedsocks, and one unearthed a piece of 
crochet she had begun in her first year as a medical 
student. When I reviewed my own preparations, I 
found I had chosen a pair of gum-boots and a Chippen- 
dale chair. 

Amateur philosophers, luckily for everybody, are 
nearly as common as amateur generals in war-time. 
It is an old observation that an ordered routine makes 
people disgruntled whereas a crisis mellows them. 
You have only to compare the savage conduct of 
the average man and woman catching a bus in the 
rush hour with the coéperative, gay and unselfish 
behaviour of the same people during a transport 
strike ; their humanity is delightfully stimulated by 
a little misfortune. The same genial atmosphere 
prevails in any large railway station on the eve of a 
public holiday, when trains loiter off irresponsibly, 
hours behind their time, and good-humoured passen- 
gers sit round upon their luggage cracking jokes. 
I suppose the truth is most of us welcome a change 
and are prepared to believe that provided things are 
different they might be worse. Still even philosophy 
ean be carried to extremes—or so I thought after 
hearing two of our more tranquil critics discussing 
the situation the other day. The conversation ran as 
follows : 

“Terrible business, their sinking this warship.”’ 
** Yes—well—but it’s war, I mean, isn’t it ? ”’ 

** Yes ; I suppose we mustn’t grumble.’’ 
~ + ca 


The trouble about golf, an enthusiast tells me, is 
that the clubs face the wrong way. I cannot under- 
stand the finer points of his sorrow, but he seemed to 
be complaining that all the real work has to be done 


by the left hand—and backhanded at that. Anybody 
but a fool, he says, would use his right hand for such a 
ridiculous stroke ; and, following the example of the 
Oldest Member, tells this illustrative story. A parsi- 
monious acquaintance of his who decided to take up 
golf went round the junk shops pricing secondhand 
clubs ; finally he found a complete set going for a 
song and quickly bought them—only to find, of course, 
that they were left-handed. But the annoying fellow, 
anxious to get his money’s worth, decided to play 
left-handed ; and found his golf much easier in 
consequence. 

The unjust moral makes one wonder whether we 
are all more ambidextrous than we think. Left- 
handed people, of course, are commonly ambidextrous, 
no doubt because the general right-handedness forces 
them to conform to many right-handed actions. In 
digging most people seem to be almost ambidextrous. 
I call it right-handed to hold the handle of the spade 
with the right and the shaft with the left hand ; this 
means that you stand with the left foot advanced and 
use a right-handed drive and a left-handed lift. Most 
men claim to prefer this stance, but add that they can 
readily use either hand. Women seem to favour the 
left-hand stance, perhaps because lifting is accom- 
plished more readily with the right hand; on the 
other hand, left-handed people also seem to prefer the 
left-hand stance. It seems curious but not very 
interesting. 

* * * 


Psychologists have done us all a service by insisting 
that an adult state of mind is proper to adult people. 
That this notion was summed up long ago in the 
phrase ‘“ Ripeness is all” is no fault of theirs. We 
know well enough by now that nothing new is to be 
found in the human mind, and they have done their 
part in bringing the idea once more to our notice. 
Moreover, they have reminded us that the mature 
state is becoming to every grown person—to women 
as well as men. 

Of course, one may argue, a mature state is not 
accessible to mankind. Human intelligence is strictly 
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limited, battering blindly against concepts which 
tower beyond its scope. We shall never get the hang 
of the cosmos with the rudimentary brain at our dis- 
posal—a brain which cannot contemplate space 
or eternity with any sense of meaning. Evolution 
will have to do better than this before some creature 
can lay claim to maturity in an absolute sense. We 
can, however, become mature in a relative sense: as 
mature as our natural equipment will suffer us to be, 
just like any other animal. I have heard it suggested 
that this degree of maturity is insufficient for our 
needs ; that we are not, for example, and never can 
be, mature enough to avoid war, because our limited 
intelligence will never find another way out of a dead- 
lock. Without sharing this defeatist view entirely, I 
do believe that until we can think of a way to prevent 
wars we deserve them ; stupidity is always punished 
by nature, and I can see no reason why we should be 
spared. 

If we are not mature enough intellectually to pre- 
vent war, we can at least try to be mature enough 
emotionally to put up with it ; and, taken by and large, 
I think we are. For this reason I am sickened by the 
phrase ‘‘ Women and children first.””, Why women ? 
Surely maturity implies the fortitude to bear one’s lot, 


LETTERS 


CONFLICTING EMOTIONS 


Sir,—I have little doubt that many of my col- 
leagues who are honorary members of hospital staffs 
in London read your leading article last week with the 
same conflicting emotions it produced in me. You 
appear to share the easy optimism of the nameless 
correspondent you cite and ask us to accept with you 
as inevitable consequences of the present emergency 
a virtual paralysis of civilian hospital services, and a 
total inactivity and an early bankruptcy of the 
hospital staffs. Offered to us as adequately offsetting 
this wreck of our work and our fortunes are the specula- 
tion that had massive air-raid casualties ensued upon 
the outbreak of war we should now be hailing the 
emergency medical scheme as a triumph of organisa- 
tion, and the consolation that our bankruptcy will 
not be discreditable. 

One would need to be of a more than German docility 
to accept these astonishing propositions. If it be true 
that something more than bedsteads, buildings, doc- 
tors and nurses are needed to provide an effective 
hospital service, we may be allowed to doubt whether, 
had heavy casualties occurred a fortnight ago, we 
should now be congratulating ourselves upon any 
triumph of organisation. Robbing Peter to pay Paul 
‘an hardly be called organisation, and this is the 
essence of the scheme to which we are committed. 

Yet the method has, it must in fairness be admitted, 
a good precedent. Readers of Charles Lamb’s “ Dis- 
sertation upon Roast Pig ” will recall how those eager 
organisers Bo-bo and Ho-ti burned down their house 
to roast a pig, and it seems that the ordinary medical 
needs of the population have been quite effectively 
burned down to roast the emergency pig. Nor does 
the parallel end here, for as in that engaging fable the 
insurance companies were forced to “‘shut up shop” 
by this method of organisation, so now—as you so 
cheerily assure us—the hospital staffs must expect to 
follow their example in no long time. 

I cannot believe that some plan for meeting the 
special needs of the emergency and at the same time 
taking some account of the ordinary needs of the 
community is beyond human ingenuity if only it were 
attempted, and I reject your correspondent’s easy 
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and the mature woman should be as capable of that 
as the mature man. Let us, indeed, distinguish 
between grown people and children. Children first, 
by all means; children are growing creatures and 
therefore vulnerable. But let us finally get rid of 
this morbid notion that women should be classed 
with them as something incomplete, brittle, meet to 
be protected. Women in England are fortunate in 
having emerged from the long exhausting battle for 
an equal share in responsibility with men; they are 
able to grow to their full mental stature in responsive 
surroundings. When responsibility is increased by 
war they cannot be expected to regress to a state of 
semi-dependence, or to accept a greater share of 
protection than others merely in virtue of their sex. 
Posters showing a terrified woman clasping a child 
and cowering behind a square-shouldered male are 
an insult to us all. It seems to me far less justi- 


fiable to send youths of eighteen or twenty into 
active service than to kill grown women with 
bombs. 

~ * + 


Grain without Scruple: “For every new public 
law they put upon me I propose to take off one private 
one.”’—Medical Officer, exasperated by the black-out. 


THE EDITOR 


acceptance of the present state of affairs as embody- 
ing “the long view.” Indeed, there are grounds 
stated in the latter part of your article that justify 
profound dissatisfaction with the present chaotic 
position of medical affairs. 

I am, Sir, yours faithfully, 

Sept. 25. ANOTHER CORRESPONDENT. 

Sir,—I have read with appreciation the leading 
articles in your last issue, entitled The Hospital 
Services, Medical Libraries in War-time, and Safety 
First. Although apparently dealing with different 
subjects, they all bear the same message—namely, that 
in spite of the disorganising effect of war, the civil life 
of the community, and incidentally of the medical 
profession, must still contrive to carry on. 

It is inevitable that in the hurry to meet the 
requirements of war the everyday needs of the popula- 
tion should have been neglected ; but, you rightly 
point out, a breathing-space has been provided during 
which we can look around and contrive how this neglect 
can best be rectified. 

The last few weeks have seen the consultants of the 
London area sitting idle in their lodgings, or, if for- 
tunate enough to be still in London, feeding the ducks 
in Regent’s Park, while patients badly in need of 
attention were at their wits end to know where to 
turn for help. Now, in the hope of avoiding this, the 
Ministry is about to substitute for whole-time service 
some form of half-time service, and the consultants 
are at present wondering whether it is better to con- 
tinue in the Park or their lodgings, or else to accept 
a wage on which—considering their obligations—it is 
absolutely impossible to live, in the hope that eventu- 
ally they will succeed in resurrecting some modicum 
of private practice. 

The answer whether it is better to be content with a 
certain half-loaf or to accept an inadequate bite with 
the chance of earning a substantial piece of cake 
depends of course on the ability or inability of the 
civil population of London, including of course our- 
selves, to adjust to present conditions. If nursing- 
homes are to remain closed, libraries shut, radium 
buried, theatres locked up, business transferred to the 
country, and civil life generally at a standstill, it will 
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be better to continue reading our papers in our lodg- 
ings, or feeding the ducks in Regent’s Park. If, how- 
ever, civil life is revived, and if consultants display a 
readiness to adjust to new conditions, to make long 
journeys at reduced fees, to operate in country nurs- 
ing-homes without charging mileage, and to coéperate 
in every way possible with those to whom is now 
chiefly entrusted the medical care of the civil com- 
munity, then the wastage of public money and of 
private time that the last two weeks have witnessed 
can be avoided. 

** We've rot to be prepared e 2 i true, but pre- 
pared not only for war but also for the ordinary 
business of living. For two years during the last war 
[ lived an exceedingly happy life in the pleasant city 
of Arras. Although the line was less than a mile 
away, and although at night machine-gun bullets could 
be heard spattering on the houses, civil life still con- 
tinued, so that calling in at the chemist’s shop in the 
main street I was able to purchase a tube of chinese- 
white paint of which, as an amateur artist, I had 
happened to run short. Surely the spirit of the 
civilian population of Arras is the spirit that is 
required in order to win a long war. 

I am, Sir, yours faithfully, 


Harley Street, W., Sept. 25. KENNETH WALKER. 


AIR-RAID PRECAUTIONS 

Sir,—With reference to D. P. M.’s article in THE 
LANCET of Sept. 23, he seems to have forgotten that 
shells and bombs can produce wounds as bad as any 
of those he humorously refers to. The Poles are not 
finding the lack of precautions against air-raids even 
in outlying districts particularly funny just now ; 
what is there to justify the sneers of D. P. M. and his 
Spanish girl friend ? Did Guernica enjoy the bombs ? 
Was the Spanish civil war such a picnic? Are the 
200,000 beds awaiting air-raid casualties just another 
sign of our fussiness ? 

I am, Sir, yours faithfully, 
Folkestone, Sept. 24. G. F. JONEs. 
FATAL AGRANULOCYTOSIS 

Srr,—The admirable account by Mr. Nicol and Dr. 
Freedman in your issue of Sept. 16, of a fatality follow- 
ing administration of M. & B. 693, is a valuable addi- 
tion to the medical literature on agranulocytosis. It 
is of particular interest in being the first recorded case 
of death from agranulocytosis in a patient receiving 
the drug for the treatment of gonorrhea. The 
patient was elderly (60) and well above the average age 
of cases of gonorrhoea, but in the absence of liver and 
kidney dysfunction advanced age has not hitherto 
been regarded as an indication for reduced dosage. 
In this case, the dosage used was high and prolonged, 
but no more than has been used for many cases that 
showed no serious signs of intolerance. 

The manufacturers of M. & B. 693, in a brochure on 
its use in genito-urinary infections, state : 

“Transient reduction in granulocytes is a not 
infrequent phenomenon in patients undergoing treat- 
ment by drugs of this group; but with the amounts 
of the drug used in the treatment of gonorrhoea 
damage to the hemopoietic system is unlikely. It 
has, however, been reported in a few cases treated 
with M. & B. 693 for gonorrhoea, but in each case the 
dosage has been in excess of 30 grammes, a total con- 
sidered more than sufficient by many observers. 

** It is probably a counsel of perfection to suggest 
that repeated differential white cell counts should be a 
matter of routine in all cases receiving sulphonamide 
drugs, and even with frequent blood counts it has not 
been proved that this will prevent deaths from 
agranulocytosis. Possibly the surest method of 
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reducing the risk of such a rare but dangerous form of 


intolerance will be to limit the length of time over 


which the drug is given to an optimal minimum not 
yet determined. Ra 

It would be of value if venereologists could pool 
their experience and arrive at an agreement as to 
what constitutes the most effective daily dosage and 
optimal minimum period of treatment. 

I am, Sir, yours faithfully, 
ROBERT FORGAN, 
Pharmaceutical Specialities (May & Baker) Ltd., 
Dagenham, Sept. 22nd. 


PREVENTING VACCINATION SEQUEL 


Srr,—-Dr. Jameson may be right in advising the 
application of potassium-permanganate compresses 
to vaccinal lesions on the sixth day. But one may 


question the statement that ‘‘ by experiment it has 
been shown that if a subject be vaccinated daily, on 
the fourth or fifth day the vaccination ceases to take ; 
also if the vaccination area be excised on the fifth day, 
subsequent vaccination does not take.”’ Cory! found 
daily vaccination successful up to the ninthday, He 
vaccinated a supernumerary digit, amputated it on the 
fifth day, and successfully revaccinated the child a 
month later. He pointed out the precocity and 
acceleration of revaccinations ; his observations were 
confirmed by Pirquet’s investigations of allergy. 

It would seem to be misleading to say that ‘* vac- 
cinal immunity is therefore established on the fourth 
or fifth day,’ unless experiments with modern lymph 
have invalidated the older work. Dr. Jameson may 
nevertheless be right in his opinion that ‘ nothing is 
lost by disinfection of the vaccinal area on the sixth 
day,” as clinical and experimental evidence suggests 
that the virus is frequently generalised throughout 
the body at that time. 

I am, Sir, yours faithfully, 


Puitie Evans. 


TOWN AND COUNTRY NITS 

Sir,—Your issue of Sept. 16 gives (p. 674) the 
percentage of verminous children in some South 
Country schools. A month ago the rural schools in 
the North Riding of Yorkshire were nearly 100 per 
cent. clean. Whatever the percentage may have 
been at Gateshead and Leeds, they must have in- 
advertently selected that percentage to send as 
evacuees into our district. The children were nearly 
all verminous. The horror of the hostesses of these 
children, whether in cottage, vicarage or big house, was 
indescribable. Tooth combs and Derbac soap were 
sold out in Northallerton before the end of the week ; 
the only subject of conversation on market-day was 
the best methods of delousing. The babies and tod- 
dlers were in the same state, and what shocked the 
country folk more than all was the supine attitude of 
the evacuated mothers towards the pest. Doubtless 
they were in the same state themselves. We shall 
send the school-children back to their parents clean 
(and with, I hope, improved health and table man- 
ners), and when the war is over and we can turn our 
attention to setting our own house in order, cannot a 
campaign be set in motion to civilise our own towns. 
A terrible state of affairs has been revealed by the 
manners and customs, as well as the dirty condition 
and habits of many of our evacuees. 

I am, Sir, yours faithfully, 
PHyLiis M. JOHNSON. 
Mount Grace Priory, Northallerton, Sept. 24. 


1. Cory, R., Lectures on the Theory and Practice of Vaccination, 
London, 1898, p. 48. 
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THE BURDEN NEUROLOGICAL INSTITUTE 

Sir,—In view of the difficulty that must be ex- 
perienced in obtaining inpatient treatment for cases 
of nervous and early mental disease occurring in 
evacuation areas I should be glad if you could bring 
the services offered by the Burden Neurological 
Institute to the notice of your readers. The institute 
would be prepared to receive a number of cases of 
early mental disease for a course of shock therapy, 
and cases of organic nervous disease including 
cerebral tumours for investigation and if necessary 
operation. The institute which was endowed by the 
late Mrs. Burden is fully equipped both for neuro- 
surgery, shock treatment and endocrinological in- 
vestigation. 

I am, Sir, yours faithfully, 
F. GOLA. 
Stoke Lane, Stapleton, Bristol, Sept. 23. 


LONDON VOLUNTARY HOSPITALS 
GENCY BED SERVICE 
Srr,—On the outbreak of war, by a prearranged 
plan the whole staff of this service was taken over by 
the Ministry of Health as part of the Ministry’s 
emergency medical service to assist in running the 
sector casualty bureaus. In consequence, the emer- 
gency bed service was closed down. <A new staff has 
now been recruited and the service will reopen forth- 
with and will endeavour to assist doctors to obtain 
admission for their acute or emergency patients. In 
the first instance it will only be possible to run a day- 
time service (9 A.M. to 10 P.M.), but it is hoped to 
restart the full 24-hour service as soon as the staff are 
sufficiently trained. 
I am, Sir, yours faithfully, 
R. E, PEERS, 
Secretary, Joint Committee of the King’s Fund and 
the Voluntary Hospitals Committee. 


10, Old Jewry, E.C. 2 
Sept. 25. 
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PUBLIC HEALTH 


Obstetric Appointments in Receiving Areas 

In a letter addressed to medical officers of health in 
the receiving areas on Aug. 25, Sir Arthur MacNalty 
made it clear that the arrangements for the care of 
expectant mothers evacuated to their areas were the 
responsibility of the local supervising authorities. The 
maternity work involved, he said, should be under the 
clinical supervision of an obstetric specialist or 
specialists, who should be in charge of the maternity 
unit for complicated cases, These specialists should 
also act as consultants for antenatal cases of doubt or 
difficulty, in the treatment of women suffering from 
serious illnesses of pregnancy, in complicated con- 
finements and in the treatment of puerperal sepsis. 
He suggested, too, that one or more medical officers 
with sound obstetric experience might be needed to 
act as residents in the larger improvised maternity 
homes and to assist the specialist in other directions. 


The local emergency committees of the British 
Medical Association were to be consulted on the 


matter of personnel, and if obstetric consultants of 
suitable standing were already employed by the 
authority, their services should be utilised for this 
work. Local authorities have had time to consider 
their needs, and the Minister has now asked for their 
proposals. 

The officers will be appointed and paid by the local 
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authority, the salary scales being based on those of 
the Emergency Hospital Medical Service. Whole- 
time obstetric specialists (non-resident) will be paid 
£1300 a year, the salary of a group officer. Part- 
time specialists will be paid a proportion of that 
salary. Obstetric officers who act as residents either 
at the hospital unit for complicated maternity cases 
or at an improvised maternity home will be paid £550 
a year, the salary of a medical officer under the emer- 
gency hospital scheme. In some cases two or more 
authorities may combine and make a joint appoint- 
ment, or the officer’s time may be divided between 
surgical and obstetrical work. The appointments will 
be for six months in the first instance. A number of 
them have already been made. 


Hospital Treatment for Non-Casualties 


The Minister of Health has taken further steps to 
make it generally known amongst the hospitals that 
patients whose medical condition necessitates in- 
patient treatment should be immediately admitted. 
This ‘reflux ’ into the normal hospital accommoda- 
tion was always provided for in the Ministry’s scheme. 
To meet it, new beds are continually being added, 
so that on balance the number held in reserve for 
casualties will not be seriously diminished. The 
figures received by the Ministry each day from the 
regional hospital officers show that this is in fact 
taking place. Outpatient departments are continuing 
to function and are being reopened at a number of 
hospitals where they had been temporarily closed. 


EPSOM SALTS 


MANY observers have studied the cathartic action 
of MgSO, on the bowel, but several of its features have 
remained obscure. Clearly the salt, whether in dilute 
or concentrated solution, induces hypermotility of the 
gastro-intestinal tract, and it is also known that it 
secretion; but it is not certain whether 
secretion alone is responsible for the increased bulk or 
whether transudation also plays a part. In experi- 
ments on cats, Lium and Florey noted! that a single 
dose of magnesium sulphate, even in isotonic solution, 
might cause not only one watery motion but a con- 
tinuance of such motions for some days and after the 
magnesium has been excreted. <A similar effect in 
man has also been noticed, and is attributed to a 
slowing of the absorptive capacity of the bowel. 
Another possibility, that the prolonged action is due 
to irritation of the intestinal mucosa, was explored 
histologically by Lium and Florey, but they found no 
more evidence of irritation with magnesium sulphate 
than with sodium chloride, although the appearances 
were consistent with secretory activity. They also 
tried to determine the action of the magnesium and 
ordinary salts on defecation in cats. Magnesium- 
sulphate solution,in quantity comparable to that which 
causes purgation when given orally, was injected into 
the colonthrough an appendicostomy opening, and the 
result was a def#cation attributed to the mechanical 
action of the increased bulk of the intestinal contents. 
Sodium chloride had no such effect. It was observed 
also that isotonic magnesium sulphate slowed the 
absorption of isotonic sodium chloride from the 
intestine, but did not influence the absorption of 
glucose solution. 

The poisonous effect of magnesium sulphate is 
described by F. E. Byron, who reports? five cases in 
which Tamil children, aged 24 to 5 years, died within 
two hours of single doses of this drug. 


causes 


1. Lium, R., and Florey, H. W., Quart. J. exp. Physiol. August, 
1939, p. 303. 

2. Byron, F. E., J. 
p. 100. 
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SIGMUND FREUD 
M.D., LL.D., F.R.S8. 

Professor Freup died on Sept. 23 at his son’s 
home in Hampstead at the age of 83. He had been 
living in England for the last year since leaving 
Vienna after the Nazi coup d’état. Though psycho- 
analysis had been banned by National Socialism, 
Freud was kindly 
treated and allowed 
to bring with him 
his books and papers. 
A doctor by profes- 
sion and a psycho- 
therapist by occupa- 
tion, he was essenti- 
ally a scientist, with 
all the scientist’s 
constant preoccupa- 
tion with truth. To 
describe him as a 
philosopher is 
wrong; he was an 
observer of the mind, 
piecing together his 
findings with infinite 
patience, always pre- 
pared to admit him- 
self wrong and in- 
indeed frequently 
doing so, rather than 
an abstract seeker after the nature of good and evil 
trying to square himself with his environment. When 
National Socialism and Fascism are merely turgid 
pages in the world’s history, Freud will still be 
honoured. He founded the science of psychopatho- 
logy. He developed the technique of psycho-analysis 
for its investigation. If he became the centre of a 
controversy as violent as that surrounding Darwin 
and Huxley, he had one advantage which was denied 
to them. He knew the reason for his opponents’ 
opposition and in it he found fresh confirmation for his 
own case. It has been wittily remarked that man’s 
self-esteem has suffered three great blows. The first 
was when Galileo demonstrated that the earth was not 
the centre of the universe but merely a small planet 
revolving round the sun. The second was when 
Darwin announced that man, traditionally made in 
the image of his Creator, was a product of evolution 
from the supposedly lower beasts. And the third was 
when Freud showed that the final crowning of man’s 
achievement, his infinitely adaptable and creative 
mind, was nothing more than a sublimation of the 
baser instincts. 

Sigmund Freud was born at Freiburg in Moravia 
on May 6, 1856. He was a brilliant youth, at the top 
of his class at the Vienna Gymnasium for seven years, 
enjoying special privileges. But both here and later 
at the university, no matter what his attainments, he 
found that as a Jew he was expected to regard himself 
as inferior. This he resolutely refused to do. His 
interest was a diffuse curiosity towards human con- 
cerns rather than a specific love of medicine, and it was 
the influence of Darwin’s work and Goethe’s nature 
studies which in the end determined his choice. 
Apart from psychiatry and neurology, medicine 
proper had no particular attraction for him and he was 
negligent in his studies. But he soon began to show 
an outstanding ability at research, first in the physio- 
logical laboratory and then the institute of cerebral 
anatomy. His first publications were monographs on 


aphasia and cerebral diplegia in childhood. But there 
was little scope for private practice in neuropath- 
ology and Freud quickly perceived that certain other 
aspects of nervous disease were entirely ignored in 
Vienna at that time, so he resolved to turn his atten- 
tion to the neuroses. The treatment of these con- 
ditions was still a matter of crude empiricism. They 
were inaccessible to the physical methods of investiga- 
tion by microscope and test-tube which were then 
yielding a rich harvest in the study of more obvious 
physical disease. To this attitude there was one 
important exception. Charcot at the Salpétriére was 
studying the neuroses as a scientist. So in 1885 at the 
age of 29 Freud went to Paris. What he saw con- 
vinced him that hypnosis was something more than a 
smart trick or a fraudulent publicity stunt. In 
Chareot’s hands hypnosis could induce artificial 
diseases which conformed exactly to conditions famil- 
iar in the hysteric. Hysteria was no longer something 
beyond the pale of scientific investigation ; it con- 
formed to laws, though these laws were not in a 
province familiar to doctors of the day. 

On his return from Paris Freud married and settled 
down as a specialist in nervous diseases. But his new 
points of view and original methods of approach 
brought him immediately into difficulties with his 
colleagues. Opposition and ridicule greeted his 
reports. The laboratory of cerebral anatomy was 
closed to him ; and finally he withdrew entirely from 
academic life. Left alone at the age of 30 with his 
private practice in nervous diseases, he soon dis- 
covered the uselessness of such fashionable remedies as 
electrotherapy and so set out in search of some method 
based upon scientific findings. At first he used hyp- 
nosis Only as a positive instrument to give commands. 
In a joint investigation with a senior friend, Josef 
Breuer, they made the remarkable discovery that a 
hysterical patient under hypnosis was able to reveal 
the meaning of certain of her symptoms in terms of 
her past life. They found to their surprise that as 
these secrets were revealed so her condition improved. 
On the basis of this and some similar experiences a 
‘‘ cathartic ’? method was evolved, and in 1893 their 
book “‘ Studien iber Hysterie ’ was published. Four 
years previously Freud had attended Liebault’s and 
Bernheim’s astonishing demonstrations in hypnotism 
at Nancy and had there become convinced that power- 
ful mental processes could exist which nevertheless 
remained hidden from the consciousness of man. In 
‘“* Studien iber Hysterie ”’ the distinction between the 
conscious and the unconscious was stressed and the 
importance of the emotions in mental symptoms began 
to come to light. But differences between Freud’s 
view and Breuer’s were even then obvious. Freud 
suspected an interplay of opposing forces in the mind, 
while Breuer inclined to a more physiological con- 
ception. 

In the next fifteen years, as a result of concentrated 
and almost completely isolated clinical work, Freud 
built up his system of psychopathology and psycho- 
analysis. Each step followed logically though at 
times setbacks occurred. He soon discovered that 
the suppressed emotions and memories which were 
unearthed by hypnosis were of an erotic or sexual 
nature. He found that in investigation of the neuro- 
tic patient, transference-love invariably developed 
between the patient and physician. He did not 
attribute this to his own attractions, nor like Breuer 
fly from it as a danger. He came to realise that 
transference represented a displacement of affect, 
that in these patients there was, as it were, a quantum 
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of labile emotion ready to attach itself to 
venient object. 

As his experience increased he found certain 
disadvantages in hypnosis as a technique. Some 
patients refused to be hypnotised, while in others an 
unconscious resistance to recall was encountered. 
Two steps followed. The first was the recognition 
that forgetting and not knowing about past emotional 
experiences was a positive rather than a negative 
phenomenon. Powerful forces were at work to 
exclude unpleasant realities from consciousness ; so 
the theory of repression was born. A neurosis was 
seen as an outlet for this suppressed emotional energy, 
an unsatisfactory and antisocial mental satisfaction. 
The second step was the development of a technique 
which obviated the necessity for hypnosis. This was 
called free association. If a person speaks at random 
the first things which come into his mind, the choice 
is found not to be the random one, as one might ex- 
pect, but rather to be determined by dynamic mental 
processes in the unconscious. A prolonged series of 
interviews at which the patient speaks in this manner 
reveal to an astounding extent the mental processes 
and events which were emotionally significant in his 
past life. The unearthing of these hidden traumata is 
the essential part of the technique of psycho-analysis. 
Although developed as a therapeutic method it is by 
no means always a practical procedure. It requires a 
considerable amount of intelligence in the patient, 
not to mention aninfinity of patience in both 
patient and doctor. Further, therapeutic results 
are not invariably satisfactory. For these reasons, 
apart altogether from the surprising and to many 
people unpleasant content of the unconscious, psycho- 
analysis has met with much opposition. Yet looked 
upon as a method of investigation of the unconscious 
mind all unbiased psychapathologists must admit 
its value. 

The work of searching for forgotten memories led 
ever further back and slowly revealed the importance 
of children’s sexual practices and their wishes and 
fantasies relating to sexual things. At this point a 
dramatic crisis arose which threatened to overwhelm 
both the research and its author. He constantly 
unearthed experiences of sexual seduction by adults 
in the childhood of his patients and to these he 
attributed a traumatic action in the cause of their 
neuroses. But he was at last obliged to recognise 
that many of these were actually untrue in fact and 
figments of the imaginations of his patients. This 
realisation seemed to undermine the whole of his work. 
But he kept on. He found that symptoms were 
undoubtedly associated with these episodes, though 
the episodes themselves were imaginary. They were 
fantasies and wishes often interwoven with memories 
of real sexual acts and forgotten practices with other 
children. Without knowing it Freud had stumbled 
here upon the dipus complex. That the love of a 
child for a parent could be sexual was an epoch- 
making discovery which perhaps more than any of his 
other findings aroused resistance among those who 
did not wish to see themselves as they really were. 

If the neuroses furnished the first clue to the exist- 
ence of the unconscious mind, three other lines of 
investigation provided ample confirmatory evidence. 
In 1900 he issued his ‘“‘ Interpretation of Dreams.” 
In it he showed that the apparently nonsensical 
nature of the average dream became a matter of 
commonsense simplicity if it was realised that the 
dream represented in symbols compatible with 
consciousness the sexual desires of the unconscious 
mind. The work was met with indifference or laughter. 

He was not dismayed but asked himself why his 


any con- 
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readers laughed. This led on to his studies of humour 
and wit. Here again he found that the conscious 
defended itself from the unpleasant in the unconscious 
by treating it as a joke. His conclusions were re- 
corded in his book entitled ‘‘ Wit and its Relation to 
the Unconscious.”’ The third investigation which 
helped to clarify the situation was that on the Psycho- 
pathology of Everyday Life, published in 1904. He 
observed that trivial events such as forgotten appoint- 
ments, requests neglected, and even the random 
choice of figures, were actually determined by un- 
conscious wishes or fears. 

From this time on his isolation came to anend. A 
circle of pupils gathered round him in Vienna and he 
was encouraged by the interest of Bleuler and Jung at 
Zurich. In 1908 the first informal congress meeting 
was held at Salzburg, but as psycho-analysis became 
more widely known so opposition to it extended. 
Then in 1909 he was invited to the United States to 
lecture at Clark University. The event seemed to 
him like a day-dream. In Europe he was despised, 
but ‘‘ here psycho-analysis was no product of delusion, 
but a valuable part of reality.”” Three years later 
Adler and Jung parted company from him. Each 
singled out one feature of mental life and stressed it 
above all the rest. Freud only insisted that they 
should both cease to describe their views as psycho- 
analysis. During and after the war psycho-analysis 
steadily gained ground. If it attracted to its ranks 
some who by their mental instability were fit rather 
to be patients than prophets, it safeguarded itself by 
insisting that none should practise true Freudian 
analysis who had not themselves been fully analysed. 
The vast body of knowledge of the unconscious mind 
which the host of workers in Europe and Americé 
have now built up is unfortunately all too often in- 
comprehensible to any but the elect. Psycho-analysts 
have seldom followed their master in the expression 
of their views in simple everyday language. The 
mysteries of the craft are hidden in polysyllabic jargon 
and the output of literature is more impressive 
quantitatively than qualitatively. 

But Freud’s work still stands four-square. The 
existence of the unconscious mind has been established 
beyond cavil. The mental processes of repression, 
sublimation, transference, and symbolism are now 
commonplaces. Whatever the ultimate judgment of 
psychiatrists on psycho-analysis as a therapeutic 
technique, there can be no doubt that as an explana- 
tion of the symptomatology not only of hysteria and 
the anxiety and obsessional states, but also of schizo- 
phrenia, paranoia and depression, Freudian psycho- 
pathology is of fundamental importance. What 
Virchow was to the body, so Freud has been to the 


mind. The microscopist and the analyst fill in the 
gaps. The structure itself is sound. 


AN INTIMATE IMPRESSION 


A colleague writes : ‘‘ When I knew Professor Freud 
in Vienna in 1922, he was aged 65 and more or less at 
the height of his career. Soon after 1910 the solitary 
obscurity which had surrounded him and his work 
for something like 20 years had begun to lessen, while 
the war neuroses in Europe had generated, both in the 
medical profession and in the general public, an 
interest in the psychological approach to such dis- 
orders. This had brought his work into the fore- 
ground and made his name known. In 1922 he and 
his followers in Vienna, Berlin and Budapest were 
fully occupied with teaching and training (first and 
foremost by analysing them personally) the group of 
English, American and Swiss physicians and others, 
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who were taking up the new study of psycho-analysis. 
A few years later, in 1924, the serious but successful 
operation on his jaw caused him ill health at times, 
though it affected only slightly his capacity for work 
and his speech, He afterwards went about even less 
than formerly, and the future will probably judge his 
later work as falling short in various ways of his 
earlier achievement. 

‘* [| had met Professor Freud at The Hague in 1920, 
at the first International Congress of Psycho-Analysis 
held after the war. He impressed one as an excep- 
tional personality. His appearance was not typically 
that of a medical man, nor was it particularly Jewish. 
The long pale face with grey beard and stooping 
shoulders were those of an intellectual and might have 
suggested a learned professor, but for two other essen- 
tial characteristics. There was his lean but broad and 
sturdy figure, the rather stern expression and firm 
jaw, which bespoke a great reserve of dignity and 
hidden strength—an indomitable tenacity. He ap- 
peared somewhat aloof; in fact he could easily be 
bored by crowds and gatherings. His most striking 
feature, however, was the forward thrust of his head 
and critical exploring gaze of his keenly piercing eyes. 
Finally, this rather awe-inspiring appearance was 
lightened by the glow of an enchanting humour, 
always latent and constantly irradiating his whole 
person as he spoke, which reassured one that the 
Olympian was indeed a mortal too. I knew already 
from his writings of his astonishing knowledge of 
literature ; of his memory, especially for Shakespeare ; 
and of his other tastes, his love of all antiquities, of 
Greece and Rome and the art of earlier cultures. 
But on this occasion I first realised his amazing com- 
mand of the English language. Although he had not 
been in England for over 40 years, his contribution to 
the scientific work of the small Congress was an 
extempore lecture given with absolute mastery in the 
simplest and most perfect English without any 
notes, 

* These impressions were confirmed during 1922 
when I studied with him and got to know him. Like 
his psychology, his personality was really one to 
concern itself with individuals. The aloofness, which 
was never indeed coldness or hauteur, but rather 
indifference to superficialities, vanished and one met 
a vivid, eager mind seizing on every detail with aston- 
ishing interest and attention. The vitality, the current 
of his great energy was felt. How he disliked pre- 
ambles and polite nothings! My first analytic hour 
with him he opened—contrary to rule and inadvisably 

saying, ‘ Well, I know something about you already; 
you had a father and a mother!’ meaning of course, 
‘Quick, I can’t wait for you and your inhibitions, 
I want something to start with; give me an outline 
to get hold of !’ He would allow himself liberties 
with his medium, like any master, until he recognised 
a new problem and bent himself as a student to 
that. 

‘** But whether in analysis or not, his interest, with 
all its intolerance of preliminaries and imperativeness, 
was curiously impersonal, One had always the 
impression of a certain reserve behind the eagerness, 
as though it were not for himself that he so peremp- 
torily demanded to understand things, but for some 
purpose outside himself. There was a simplicity in 
this impersonal eagerness that was perhaps the most 
significant thing about him. He was so concentrated 
on the inquiry he was pursuing that his self functioned 
only asaninstrument. His penetrating attentive eyes 
had not only the simplicity and innocent clearsighted - 

ess of a child—-one for whom nothing is too small, 
and nothing either common or unclean—there was 
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also in them a mature patience and caution, and a 
detached inquiry. The half-peering and half-piercing 
gaze beneath the heavy brows showed a power to see 
beneath the surface and beyond the boundaries of 
ordinary perceptions. But it also expressed a capacity 
for patient, careful scrutiny and for suspended judg- 
ment so rare as to be unrecognisable by many ;_ his 
cool scepticism has even been misread as cynicism or 
pessimism. There was in him a conjunction of the 
hunter on an endless trail and the persistent, immovable 
watcher who checks and revises; it was from this 
conjunction that his power of discovering and under- 
standing the sources of the feelings and behaviour of 
men and women sprang. Indomitable courage and 
tenacity, coupled with an unswerving honesty, were 
the characteristics supporting his gifts of observation, 
his ‘intrepid imagination’ and insight, which led 
to his great achievements. Both these capacities, 
the power to see new facts and to check his observa- 
tions, diminished considerably in him after his opera- 
tion in 1924. 

* Along with these qualities, to which essentially 
we owe his great work, his personality had many very 
human features which endeared him to his friends, 
The inimitable dry humour of his writings became in 
ordinary intercourse a charming gaiety and capacity 
for finding amusement in most situations; and though 
he could be tolerant and philosophical, he was apt to 
be both impatient and intolerant. His humour was 
often witty and barbed, and he could be choleric, 
resentful and unforgiving. Nor would I claim that 
he suffered fools gladly. He was compelled by destiny 
to be a great man in his work ; but he lived his private 
life as an ordinary man, and he believed in that kind 
of life. He disliked pathological types and extremes 
of any kind. From this attitude of mind his intoler- 
ance of religion in my view largely derived ;_ for 
religion tends to see life in black or white and cannot 
accept the compromises and complexities in it which 
are the subject matter of scientific psychology. Once 
when a heated discussion on political topics arose, he 
was accused of being neither black nor red, Fascist nor 
Socialist ; his amused reply was, ‘ No, one should be 
flesh colour ’—the colour of ordinary men. And 
again, apropos of a young scientist interested in 
psycho-analysis who might have proved of service to 
the new science, Freud said to me mournfully, ‘ But 
I can’t regard it as normal, you know, that he has 
married a woman old enough to be his mother’ ! 
I could but laugh at the discoverer of the (dipus 
complex ; and he met the laugh with a twinkle, but 
he was seriously disappointed. 

‘* In later life a certain reserve, dislike of publicity 
and a concentration of interest on his work was charac- 
teristic of him ; one surmises that this trait had devel- 
oped as a result of the hostile reception for so long 
accorded to his discoveries. But he was no captious 
hermit ; numerous eminent contemporaries, especially 
in the literary world, sought his acquaintance and met 
or corresponded with him ; among these were notably 
Romain Rolland, Thomas Mann, Arnold and Stefan 
Zweig. But any genuinely inquiring visitor, too, could 
always see him, and met with a frank and friendly 
reception. Whatever the outcome of the interview, 
those who preferred fair dealing to favours found 
nothing in him to alienate them. Above all, Freud 
was entirely without pose. He could be mistaken ; 
but deception or disingenuousness were not to be 
found in his nature, and this essential honesty was the 
hall-mark of his mind. He wrote: ‘ I can say I have 
made many beginnings and thrown out many sugges- 
tions. Something will come of them in the future, 
though I myself cannot tell whether it will be much or 
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little... These words sum up and express the fearless- 
ness, the acceptance of truth and love of it which 
characterised him and inspired his work.” 


GEORGE REDMAYNE MURRAY 
M.D. CAMB., F.R.C.P. 


Few medical men have been so friendly to their 
colleagues and so beloved by them as George Murray, 
who died at his home, the Manor House, Mobberley, 
Cheshire, on Sept. 21. For many years he had been 
ailing with cardiac pain on exertion. Lately when 
prevented from taking active exercise he retired from 
practice as a physician. 

Born at Neweastle-on-Tyne on June 20, 1865, the 
son of a famed physician, Dr. William Murray, he 
was educated at Eton, of which he was always an 
attached alumnus, and 
at Trinity College, 
Cambridge. From 
Cambridge he passed on 
to University College, 
London, where he took 
the Fellowes gold 
medal and qualified in 
1888. Then camea yea 
ortwo of study in Berlin 
and Paris and after 
this he commenced 
practice in Newcastle. 
It was when he was 
lecturer at Durham 
University in bacterio- 
logy and comparative 
anatomy that he did 
the piece of work which 
has made him world- 
renowned. In July, 
1891, at the Bournemouth B.M.A. meeting, he read a 
Note on the Treatment of Myxeedema by Hypodermic 
Injection of an Extract of the Thyroid Gland of a Sheep. 
It wassoon discovered that given by mouth the remedy 
was equally potent in dispelling the symptoms of 
myxceedema, and the use of the remedy in cretinism 
quickly followed. 

In 1893 Murray was appointed Heath professor of 
comparative pathology and from 1898 to 1908 he was 
physician to the Royal Victoria Hospital, Newcastle. 
In the latter year the chair of medicine at Manchester 
became vacant by the death of Julius Dreschfeld. 
One of the terms on which the university had then 
recently given the site of Manchester Royal Infirmary 
to the trustees was that if the university appointed 
as professor of medicine a man not already on the 
infirmary staff he should become an_ honorary 
physician and have the care of a fifth of the medical 
beds. The choice of Murray for the vacant post 
raised a storm of local opposition. Murray, having 
accepted it, avoided controversy and by his friendly 
attitude to all around him, and by his worth as a 
physician, soon made things work smoothly so that 
in 1925, when he retired from the active staff, the 
medical school Gazette wrote : ‘‘ With his curious lack 
of self-consciousness and a personal charm which in 
itself amounts to genius, he has made an ideal 
representative of a great university. I do not think 
I have ever had a conversation with him however 
brief from which I have not learnt something of 
interest expressed or implied. I have never seen 
him angry. I have never known him bad-tempered. 
Always he has proved himself a friendly and kindly 
adviser.” 

During the war Murray served in the R.A.M.C. 
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with the 2nd Western General and the 57th General 
hospitals ; later, as temporary colonel in the A.M.S. 
he was consulting physician to the British Forces in 
Italy (1918-19). Many honours came to him. He 
was a deputy lieutenant for the county palatine of 
Lancaster, president of many medical societies, 
including the Association of Physicians, and Goul- 
stonian and Bradshaw lecturer. Honorary degrees of 
M.D. were conferred on him by Durham and Dublin 
and the former gave him the D.C.L. As a statutory 
commissioner for Durham University he took an 
active part in the rearrangements there. 

He was a man with many friends ; we need only 
mention Victor Horsley, Michael Foster, Humphry 
Rolleston and John Cowan. At Eton and Cambridge 
he was a keen oarsman, rowing in the Eton boat at 
Henley in 1883. Later, fishing was his chief hobby, 
and this with shooting and gardening filled in his 
spare time. His widow was the daughter of E. R. 
Bickersteth, F.R.C.S., of Liverpool. They had one 
daughter and three sons, of whom two lost their 
lives in war senvice. To Mrs. Murray the Medical 
Jenevolent Fund in the district owes a deep debt of 
gratitude, 


WILLIAM CALDWELL 
M.B., SC.D. DUBL. 


THe sudden death of Dr. Caldwell at his home in 
Harcourt Street, Dublin, on Sept. 1, has caused 
widespread regret. In normal health, as far as he 
knew, until a few days before, he was seized by an 
anginal attack, from which he rallied, but which 
recurred and proved rapidly fatal. Caldwell, who 
was born in co. Antrim, was educated at Queen’s 
College, Belfast, where he took a degree in science. 
He was then appointed assistant to the late C. H. 
Thompson in the school of physiology at Trinity 
College, Dublin. After Thompson’s death in 1918, 
having in the meantime taken the degree of Se.D. 
Dubl., Caldwell accepted the chair of physics and 
chemistry in the school of the Royal College of 
Surgeons. While performing the duties of this post 
he found time to take his medical course in Trinity 
College, qualifying in 1930. Having resigned his 
chair he built up a considerable general practice. 
As a teacher Caldwell was clear, painstaking and 
much interested in his pupils; as a practitioner he 
was popular with his patients and colleagues. He 
leaves a widow and three sons, one of whom is in 
practice and another nearly completing his medical 
course, 


Sir Joun Lynn-Tuomas, who died at his home in 
Cardiganshire on Sept. 21 at the age of 78, was one of 
the great figures in Welsh surgery. He was a student 
at the London Hospital, where he qualified in 1886, 
and after doing house-appointments there he returned 
to his native Wales to become first a resident and then 
surgeon at the Cardiff Royal Infirmary. He was in 
charge of the Welsh Hospital in South Africa in 1900 
and, as deputy inspector of military orthopedics, 
helped Robert James to organise that side of the 
army medical services in 1914-18. Since then he 
and his colleagues have made the Prince of Wales 
Hospital at Cardiff an orthopedic centre for Wales 
and he has played a big part in establishing the Welsh 
National School of Medicine. Lynn-Thomas was 
made C.B. for his work in South Africa, and became 
C.M.G. in 1917 and K.B.E. in 1919. He retired 
from practice eighteen years ago. He leaves two 
daughters. 
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PARLIAMENTARY INTELLIGENCE 


ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 


PARLIAMENT was grappling last week with some of 
our new problems on the Home Front. There is the 
problem of organisation of supplies and the problem 
of profiteering, about which many complaints were 
made. But the very great change in our lives, that 
of the redistribution of population brought about by 
the evacuation of school-children from the cities, pre- 
occupied the minds of most members. This evacua- 
tion problem and the allied one of civil defence of the 
cities and vulnerable areas have to be settled in the 
House of Commons. On military questions the 
House must and does act according to the advice of 
the military advisers; on the home front it is the 
M.P.s, the local government representatives and the 
national and municipal civil serviees who are the 
advisers. 

It is already clear that the new rural population of 
children and women will need new medical and social 
services. The food service, speaking generally, is 
going well and the provision of a communal meal for 
all school-children in rural areas will help with and 
facilitate distribution. More attention is being paid 
to the conservation of human resources in this war 
than ever before, and one questioner elicited the reply 
that medical, dental, metallurgical and biological 
students will not be used for what was described as 


““normal combatant duties.’ The questioner stated 
that this would produce “ a population of twittering 
scientists.’ But this somewhat Blimpish point of 


view got little sympathy. To waste medically and 
dentally trained personnel on ordinary combatant 
duties is clearly bad military organisation, although 
the difficulty will be to prevent such students getting 
away from their studies in order to do combatant 
work. Most young men want to doit. It is particu- 
larly necessary to conserve the members of medical 
services because the training is necessarily long and 
the supply of personnel only just enough. It is to be 
hoped that no romantic militarists will be let loose in 
this field or they may seriously damage our military 
efficiency. 
* * x 


A point of some importance which came up at 
question time was that of the pay of trained nurses. 
According to an answer given by the Minister of 
Health to Captain Elliston, this pay is to be £90 a 
year plus board, lodging and laundry. But in a 
number of cases nurses have been enlisted by local 
authorities for mobile first-aid posts and other 
A.R.P. duties and put on the scale of £2 a week, all 
inclusive,which is applicable to trained first-aid workers 
without nursing training in the ordinary sense. The 
matter appears to be due to one of the temporary 
dislocations fostered by the war, but it should be 
remedied at once as it is causing grave hard- 
ship in many cases. On this point too, why the 
difference in pay between men and women A.R.P. 
workers ? The flat-rate for men is £3 a week but for 
women only £2. There is no doubt a case for differen- 
tial rates of pay because of different duties performed. 
But if the duties are the same? And if the women 
members of the services have responsibilities for 
ailing relatives and children, as many have, should 
they not get the same rates as men with similar 
responsibilities ? 


The new time scale of parliamentary proceedings 
came out very clearly on Wednesday, Sept. 20. 
Questions and the Prime Minister’s statement on the 
war situation—the weekly statement—occupied from 
2.45 until 6.45Pp.m. After this the second reading of a 
bill was taken which deals with possession of mort- 
gaged land under the emergency provisions arrange- 
ments. This is the type of bill which in ordinary 
times would have occupied a whole session of debate 
from 4 P.M. till 11 or even later. Last week it occu- 
pied 26 minutes, and the House adjourned at “ thir- 
teen minutes after seven o’clock.”’ It is not only that 
members, like other people, want to get home in day- 
light, for some debates have recently lasted till nearly 
11 p.m. But all discussions now have a different 
perspective of importance. The other major debate 
of last week was on the Ministry of Supply and went 
on until after 9.30 p.m. and the Government did not 
have too easyatime. Mr. Greenwood for the Opposi- 
tion expressed a very clear disagreement with the 
‘““*non-possumus”’ attitude of some senior civilservants. 
It was Pitt, I believe, who, on someone speaking of 
** impossibilities,’’ got up on his gouty feet and said he 
was standing on impossibilities. The Labour move- 
ment, and particularly the T.U.C. and the skilled 
trade unionists, mean to pull their weight and insist 
that in this business they must be “in on the ground 
floor.” 

* x * 


And so we turn to the War Budget. The last 
Budget introduced by Sir John Simon attracted very 
much less parliamentary attention than usual because 
of the international situation. But the War Budget 
will certainly attract a great deal and Parliament will 
discuss it on Wednesday, Thursday and Friday. By 
the time these words are in print we shall all know 
where we stand. Speculation on details is in vain. 
But the general hope is expressed that we do not try 
and finance the war by borrowing on too great ascale. 


QUESTION TIME 
Sept. 2]-—22 
Medical and Dental Students and Combatant 
Service 


Rear-Admiral BEAmisH asked the Secretary of State for 
War whether his attention had been drawn to a letter 
issued to Cambridge undergraduates in which it was 
stated that medical students, research or post-graduate 
students in engineering, metallurgy, chemistry, physics, 
mathematics and biology would not be used for normal 
combatant service ; and whether this was issued with the 
approval of his department.—Sir V. WARRENDER (Finan- 
cial Secretary to the War Office) replied: I have not seen 
the letter referred to, but it has been agreed that medical 
and dental students who have attained a certain stage in 
their medical and dental studies should complete those 
studies with a view to medical or dental employment with 
the forces or as civilians. Arrangements have also been 
made to secure that the services of the research and post- 
graduate students mentioned in the question should 
normally be used, either in the Forces or in civil life, in 
such a way as to make the best use of their scientific or 
professional abilities. 

Mr. EpE: Does that apply to other universities than 
Cambridge.—Sir V. WARRENDER: Yes, Sir. It applies 
to all students studying these scientific subjects. 


Availability of Radium 


Mr. Charles Taytor asked the Minister of Health 
whether supplies of radium were now available for patients 
who were in urgent need of this treatment.—Miss Hors- 
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BRUGH replied: I understand that in view of the great 
danger to the public which would exist if radium were 
dispersed by high explosive action, the Radium Commis- 
sion and other holders have caused their radium to be 
deposited in places of safety and that it is not at present 
available for therapeutic purposes. Provision for X-ray 
therapy is being as far as possible maintained. I am 
communicating with the commission with a view to their 
considering the possibility of making radium available for 
treatment subject to suitable safeguards. 


Evacuation : Another Chance ? 


Miss Warp asked the Minister of Health whether he 
would arrange for a further opportunity in the near future 
to register for evacuation to be given to mothers with 
young children, expectant mothers, cripples and blind 
persons.—Mr. Exxior replied: In a circular letter of the 
8th September I informed the local authorities that it was 
desirable that parents of school children resident in evacu- 
ating areas who did not take advantage of the Government 
scheme should be granted a further opportunity to register 
their children, in the event of any further movement being 
found possible. This further registration is limited to 
children of school age who would be evacuated without 
their parents, and it has now been carried out in most of 
the evacuation areas. The further evacuation of members 
of the priority groups other than unaccompanied school- 
children will have to receive careful consideration in the 
light of experience. 


Nursery Schools in Reception Areas 

Mr. Tree asked the Parliamentary Secretary to the 
Board of Education whether, in view of the large number 
of children under five years of age now likely to be per- 
manently resident in reception areas, any steps had been 
taken to provide emergency courses for trained assistants 
in nursery schools.—Mr. Kenneth Lrypsay replied: The 
question of providing for children under five years of age 
in the reception areas is being actively considered by the 
departments concerned. The needs of the present moment 
are, however, too urgent to wait for the establishment of 
nursery schools of the ordinary type, and must be met by 
more makeshift measures. While arrangements for train- 
ing helpers may have to be made, such training would 
necessarily be different from that given in ordinary 
circumstances to trained assistants in nursery schools. 


Cheap Milk for Mothers and Children 


Mrs. ADAMSON asked the Minister of Health whether 
he was prepared to put into operation immediately the 
scheme for the provision of cheap milk for mothers and 
young children on the same basis as the milk-in-schools 
scheme, so as to ensure that the cheap milk would be 
available on application to any expectant and nursing 
mother and preschool child.—Mr. Exxror replied : The 
scheme for this purpose made by the Milk Marketing Board 
and approved by the Minister of Agriculture and Fisheries 
came into operation on July 31. I have received proposals 
under the scheme from a number of welfare authorities, 
and these are at present being examined by my department 
in consultation with the board, and I hope it will be possible 
to put them into operation at an early date. 


Nurses at First-aid Posts 


Dr. Haven GvEst asked the Minister of Health, whether 
he was aware that experienced trained nurses and nursing 
sisters had been invited to volunteer for national service 
in London, and on appointment by borough councils had 
been paid £2 a week, the salary of first-aid workers ; and 
whether a different scale of salaries could be established 
for trained nurses.—Mr. Exxior replied: The standard 
rate of £90 a year for a trained nurse plus board, lodging 
and laundry, is applicable to a nurse employed by the 
borough council at a first-aid post, under conditions laid 
down in a recent circular. He would be glad, he added, 
to look into any cases which were brought to his notice. 


Vaccination of Soldiers 


Mr. Ruys Davies asked the Secretary of State for War 
if he would make it clear to the responsible officers that 
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vaccination of soldiers was not compulsory.—Sir V. 
WARRENDER (Financial Secretary to the War Office) 
replied : A man is not enlisted into the Regular Army on 
a normal engagement unless he consents to be vaccinated. 
Vaccination will not be compulsory in the case of other 


soldiers, and instructions have been issued to this effect. 
. 


Night- baking 

Mr. BANFIELD asked the Home Secretary whether, in 
view of the severe hardship now being experienced by 
night-bakers owing to the absence of ventilation due to the 
black-out, he would consider prohibiting night-baking 
between the hours of 6 p.m. and 6 a.m.—Sir Joun ANDER- 
SON replied : I have had special inquiries made from which 
it appears that while conditions as regards temperature 
and ventilation were in some cases adversely affected at 
first by black-out arrangements, they are now being 
improved. On the information before me, I do not think 
that such new factors have arisen as would justify the 
prohibition of night-baking at the present time. 


Extension of Summer-time 


Sir Jonn ANDERSON (Home Secretary) announced that 
the Government proposed that summer-time should this 
year be extended until the night of Nov. 18-19. 


.... IN ENGLAND—NOW 
(FROM OUR PERIPATETIC CORRESPONDENTS) 


At the end of three weeks of war, one of my chief 
impressions is of innumerable committees, medical 
board meetings, and interviews with house-physicians 
and surgeons and others who want answers to 
questions, which neither I, nor indeed the various 
officials who ought to know, seem able to give. In- 
cidentally, the capacity of officials to avoid giving a 
straight answer to a straight question, especially in 
writing, fills me with awe ; in these weeks I have only 
come across one, a group officer and a surgeon, who if 
he obviously had not an answer to the question, said 
with refreshing frankness, ‘* I don’t know.’’ 

In Liverpool, with our target of docks (I suppose 
that by now the Germans have learned from their 
secret service that we are a seaport, and therefore I 
am not giving away secrets to the enemy), we most of 
us expected an early visit from the bombers. By now, 
however, we have had time to assess a little more 
clearly some of the hospital problems involved in the 
transition from nominal peace to actual war. “‘ Ex- 
treme peril authorises many measures which should 
be rejected under other circumstances,”’ said our old 
friend Celsus ; and the provision of large numbers of 
empty beds for probable air-raid casualties was surely 
fully justified. Had there already been heavy bomb- 
ing of towns, a government which had failed to pro- 
vide adequate numbers of beds for the casualties 
would have been severely criticised, and by none more 
than our own profession. But all of us who have seen 
how the plan has affected our own hospital patients 
feel strongly that better provision must be made 
for them in any future evacuation. Administrators 
may juggle with figures on paper, so that Parliament 
and people may be assured that a particular number 
of empty beds are now ready for casualties ; but the 
practising doctor knows that his bed-ridden cases, 
transferred elsewhere because they are not fit to send 
home, still need skilled and adequate medical and 
nursing attention, bed-pans and urine bottles. It is, 
of course, just because practising doctors have a moral 
responsibility for the welfare of John Smith and 
Maggie Brown and Tommy Robinson that they are 
sensitive to the ‘‘ faults in the machinery,”’ and there 
is no doubt that goodwill and codperation can put 
right difficulties which have arisen largely from the 
pressure of these initial days of war. 


It has been interesting to watch the functioning 
of medical boards of voluntary hospitals when con- 
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fronted with the need for organising their own hospital 
duties in time of war. The members of my own 
medical board are pretty strong individualists, of 
diverse and specialised experience, and we were 
faced with the need for common thought and action 
to meet an urgent problem, and to fill in the practical 
details of an already prepared skeleton scheme. The 
give and take of discussion, and the sharing of initia- 
tive and responsibility, have produced a strong unity 
not only of general purpose but also of detailed 
organisation. I find it a mentally exciting experi- 
ment in true democratic method, and it works well. 
These meetings are far more satisfying in their results 
than were most of our medical board meetings in 
recent years of peace ; the urgency of the times has 
intensified our sense of common purpose, we are less 
selfish and are willing to give more time to putting 
forward our own views, to listen to others, and to allow 
the common ‘sense of the meeting’’ to emerge. 
Perhaps it could not have happened had we not had 
leisure forced upon us by a great diminution of con- 
sulting and hospital practice since the war began, and 
our hospital beds were largely emptied ; we are not 
distracted and hurried by the thought of all the work 
which is being interrupted by the meeting. 


Whatever may be the social consequences of foot- 
ball pools, I imagine that Professor Davie will be 
relieved to hear that professional football and the 
pools are to go on: for large numbers of the girls 
employed in the offices of various pool firms are on the 
list of donors for the war blood bank. Certain offices 
vied with each other in providing volunteers, and 
scored remarkable figures. These donors are not 
now likely to diffuse out of Liverpool. 

By the way, the blood of Liverpool is sound. Out 
of some 5000 volunteers, men and women, whose 
blood was tested for blood bank purposes, only 
two were found to have a positive Wassermann 
reaction. 

“Tl tell you what I’d do to Hitler,’’ said a meek- 
looking man to another, in the tram going home ; 
“T’'d do what they did to Napoleon—send him to 
St. Helens.’’ 

* /* /~ 


I went on Monday to see my mother, a sprightly 
old lady of 85, who lives on the outskirts of a country 
town some twenty miles from London. She was 
revelling in the mild warm weather after the change 
from heat to cold of the previous week and, my 
sister being out, walked about the sitting-room 
changing all the cushions from one chair to anotber. 
We decided to have our chat in the garden, where 
again she refused to sit in the first four places in which 
1 put her chair, and finally, revolting even against 
my choice of seat, sat herself upon the hard garden 
one. We had got through her aches and pains, the 
story of her last two tenants including why they left, 
and had reached A.R.P., when my sister came in 
with an elderly cousin. The conversation at lunch 
turned to the subject of the Londoners billeted in the 
town, and | had to protest against the tacit assump- 
tion that the arrivals were a sort of inferior race. 
Kirst | drew my mother’s attention to the fact that 
the term for them was evacuees, not refugees, which 
we apply to those more unhappy persons who have 
escaped from persecution. The Londoners had not 
fled from the brutalities of the Metropolitan Police, 
but had been emptied out of their homes by these 
and other kindly officials. It was while we were 
discussing the disposal of the family dining-table that 
my sister spoke of ‘* those Londoners ”’ in a tone of 
superiority. It all arose out of the need of cutting 
down fuel expenditure. They will not be able to have 
a fire in both their rooms every day in the coming 
winter, and so the dining-room is to become their 
sitting-room, the drawing-room being for A.R.P. 
Now the old table at which, with two leaves and another 
one an inch higher added at the end, the family circle 
used to gather to the number of twenty or more on 
New Year’s Eve is already too big for the room, and 
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what were they to do when they had moved in a sofa 
for my mother to rest on with her feet up? The 
suggestion was that they should give it—lend, said I, 
not give—to the hostel that was being fitted up for 
the reception of expectant mothers. It was then 
that my sister said, ‘‘ I don’t quite like it going for 
the use of those Londoners.’’ I drew myself up to 
my full height—-we had finished lunch and I was 
standing in front of the fireplace drinking a cup of 
tea—and throwing back my shoulders said: ‘ If the 
old family table is to go, no better purpose can it 
be put than for the use of London evacuees and their 
babies ; surely ’’ I added, “‘ it is a very good idea, the 
hostel will be grateful to you for your generosity, and 
you will get it housed free, gratis, and for nothing for 
the duration of the war. It may of course get a bit 
stained.’’ ‘‘Oh! that won’t matter,’’ grunted my 
sister, ‘‘no one will want the old thing.” ‘‘ There, 
my dear, you’re wrong,’’ said I; ‘‘ not you or I; but 
in 60 years’ time Pip (that’s my granddaughter now 
aged one) will be showing off that table as a lovely 
piece of mid-Victorian light oak. ‘And,’ she will say, 
‘do you know, that during the second German war 
they actually let it be used in a home for babies. 
There’s the stain where the nurses used to throw down 
the nappies.” And at that, if she is as like her 
grandmother as she promises to be, she will bend down 
and rub and polish trying to get out the stain that’ll 
be one of the prides of her life.’”’ So I think the table 
will £o. 


The rest of the week I have spent in practising 
economy of petrol ready for tomorrow. I throw out 
my clutch at every little decline ; I do not go down 
into second, at the corners, as often as I used, and 
hope this will not result in damage to the car. At 
the lights I turn off my engine. When I am at the 
back of the block at a main cross-road this works well ; 
but when I am at its head before quick-changing lights 
it results in disturbing hoots behind me when I do 
not get off at the yellow. It is remarkable how the 
driver’s emotion can get into the hoot of his car. 
But most valuable of all, | am learning to obey the 
law in the built-up areas, for I know that my car runs 
best at thirty miles per hour. The funny thing is, I 
am no later at my destinations. I have already had 
an aluminium plate fixed in front of one half of my 
radiator, for the doctor seldom runs far at once and 
always, therefore, with a cold extravagant car. Even 
if I get a special ration, with all my economy I foresee 
it is going to be hard to do my work. + Walking will 
do me good, and I am looking to the soles of my 
boots. Iam also thinking of a push-bike. 

o* * o* 

In Bristol we are fortunate. There has been 
almost no dislocation of our lives. Of course a good 
many government departments have descended 
upon us, but no evacuated schoolchildren or mothers 
and babies—for we are a neutral area. The univer- 
sity is to receive the medical students from the 
Middlesex. Our medical staffs are almost intact, 
mainly because we have very few young men on our 
hospitals. Our hospitals were emptied by order 
on the outbreak, but since no civilian casualties have 
occurred we are allowed to readmit ordinary cases 
again. The Conjoint is making Bristol one of its 
centres. IL can’t say how the additions to our 
university will affect us, but the work under new 
conditions hasn’t begun yet. Meanwhile you must 
remember how very unexcitable Bristol is. I think 
our medical preparedness is much better than it was 
in 1914. Our local emergency medical committee 
works smoothly and well. 


* * * 


It is difficult to say how things will work out here 
in Cardiff. We expect a number of evacuee students. 
Along with this, the number of beds available at the 
Cardiff Royal Infirmary has been cut down to 200, 
and we are trying to arrange for the greater use of 
Llandough hospital, which has also been cut down 
to 175 beds and is rather far away from the centre of 
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the town. A poor law institution, the City Lodge, 
has a large number of chronic and maternity beds, 
as well as for tuberculosis. The maternity beds have 
always been used for teaching, but in recent years, 
since Llandough hospital opened, the rest of the 
material has not been considered quite suitable. 
Now, however, we may have to utilise it. 

As regards post-graduate instruction, the classes 
for the tuberculous diseases diploma will continue 
after Christmas, but the D.P.H. and health visitors’ 
courses have been suspended. Whether they will 
be resumed in the New Year is still in the lap of the 
gods. D.P.H. teaching depends more on the avail- 
ability of students than on difficulties about teaching. 
It seems unlikely that enough medical men of the 
appropriate age will be free to attend this rather 
long course, and most of the women will probably 
be required for other work. So I can’t predict 
whether a whole-time course over nine months, as 
already permitted by the G.M.C., or a part-time 
course spreading over a year, which is not now 
recognised, would be the more practicable. 


Medical News 


University of Cambridge 

Full arrangements have been made for the teaching of 
anatomy and physiology in the coming term. The regu- 
lation requiring a candidate for the final M.B., B.Chir. to 
have obtained honours in a tripos or in a part or section of 
a tripos, will be suspended. There will therefore be a 
larger number of students ready to start clinical work in 
October than usual, so the university contemplates giving 
a three months’ course in pathology in conjunction with 
preliminary clinical work at Addenbrooke’s Hospital. 
It is hoped that a course for the examination in pharma- 
cology will be given every term in conjunction with a 
course in pathology. 


University of Leeds 
At recent examinations the following were successful : 


FINAL EXAMINATION FOR DEGREES OF M.B., CH.B. 
Part II.—P. Rapaport (second-class honours); T. Akroyd ; 


J.B. Ashmore; C. H. Boyd; P. A. Dobb; Jean L. Edwards ; 
Cc, A. Everatt; G. Farrer; J. H. Foxton; M. M. Frais; H. 
Goldstone; Mary E. Goodson; A. Greenwood; Joan R. 


Greenwood; G. Higgins; A. Markey; L. H. Moss; G. B. 
Royce; F. Sandy; W. Sheffield; P. H. Tordoff; T. R. Wilson ; 
and D. 8. Young. 

FINAL EXAMINATION FOR DEGREE OF B.CH.D. 

E. I. Friend. 
FINAL EXAMINATION FOR L.D.8. 
Abel; D. Barker; and K. H. Champlin. 
D.P.H. 
Mary Townend. 


D.P.M. 
J. R. Peberdy. 
University of Glasgow 

Dr. A. M. Wright Thomson will deliver a lecture on 
ocular therapeutics at the Terment Memorial Building, 
38, Church Street, on Tuesday, Oct. 3, at 4.30 p.m. 


Royal College of Physicians 


The Harveian festival, including the oration, which was 
to be held on Oct. 18, has been cancelled. 


General Medical Council 

Prof. J. H. Burn has been nominated by the King, on 
the advice of the Privy Council, to be a member of the 
General Medical Council in to Sir 
Newman. 


succession George 


Royal Society of Medicine 

The society's house reopened on Sept. 18, and will be 
open from 9 a.m. to 5 p.m., including Saturdays, until 
the evenings draw in, when the hour of closing will be 
earlier. Meetings will be held in the mornings and early 
afternoons as notified on the diary card. ‘* Proceedings ” 
will be published monthly, and the library services will 
continue as usual. Fellows who are in the fighting 
services are invited to communicate their service titles and 
address to the secretary as soon as possible in order that 
adjustments may be made in subscription rates. 
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Dr. G. Gregory Kayne has been promoted to the rank of 
Commandeur de |’Ordre de la Santé Publique. 


Red Cross Flag Day 


The special hospitals of London, which were to have 
held their combined flag day on Oct. 10, have agreed to 
coéperate with the Red Cross and St. John committee to 
make that date the first red cross flag day of the war. 
Offers of help may be sent to Lord Luke, chairman of 
Hospitals’ Day, 36, Kingsway, London, W.C.2. 


St. Andrew’s Ambulance Association 

This association is appealing for funds to carry on its 
work. In 1900 it equipped and staffed the Scottish 
national red cross hospital which was sent to South 
Africa. During the last war recruits were sent to the 
military hospitals of the R.A.M.C. and two units each of 
100 men were raised for active service ; it supplied the 
orderlies for the hospital ship, St. Margaret of Scotland, 
and posted over 450 nurses to hospitals at home and 
abroad ; and its ambulances were in attendance at hospital 
trains bringing sick and wounded. 

Since the beginning of the A.R.P. scheme over 150 of 
the ambulance corps have been trained as A.R.P. instructors, 
and these have trained the greater part of the personnel 
working under the local authorities in Scotland. The 
fleet of ambulances, increased from 25 during the last war 
to 90 today, is ready to carry sick and wounded, whether 
military or civil. The private ambulance work still goes 
on. Each year about 8000 persons are carried from their 
homes to hospital without charge. Contributions should 
be sent to the Headquarters, 108 North Street, Glasgow. 


EMERGENCY NOTICES 


The dinner for old students of the Welsh National 
School of Medicine, Cardiff, which was to have taken place 
in London on Oct. 14 has been postponed indefinitely. 


The autumn meeting of the British Orthopedic Associa - 
tion, which should have been held in Cardiff on Oct. 27 


and 28, has been cancelled. 


The St. Mary’s Hospital annual dinner, arranged to be 
held on Sept. 30, has been cancelled. 


The examinations for the membership and diploma of 
the Royal College of Obstetricians and Gynecologists will 
be held as previously arranged. 

The autumn exhibition of the medical art society will 
not be held. 

The work of the Universities’ Federation 
Welfare is being continued from 
29, Gordon Square, London, W.C.1. 


Animal 
House, 


for 
Gordon 


The Lancet 100 


Years Ago 


September 28, 1839, p. 8. 
From an account of the London medical schools. 


F Education should free and unfettered. It 
ecabined, cribbed, confined. But though we demand its 
emancipation, yet, until its freedom is achieved, we must 
bend to the duties of the time, and render to the subjects 
of a despotic and oppressive rule, expositions of its enact- 
ments, and of the mode of compliance therewith, in order 
that the penalties of infringement or neglect may be 
avoided. But incomparably more gratifying would 
be the duty of opening to his view, the pure, broad, spark- 
ling streams which must flow from the natural founts of 
knowledge, than that of mapping down the artificial 
conduits and turbid tanks of the usurping dispensers of 
the waters of science. At present medical education is 
bound as to periods, places, and persons. Pinned to the 
earth, like the prostrate Gulliver, by the hair, the arms, 
the feet, it has neither life, nor motion, nor power to look 
around. Escaped from the enemies who made it captive 
in the days when education was asleep,—free—on its legs 

it will—an intellectual giant, loosened from the pigmy 
assume a noble part. 


be is 


foes, 
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.Notes, Comn 1ents and f \bstracts 


A COMMUNITY OF CHILDREN 


THE Caldecott Community has for many years been 
providing refuge and education for “ normal children 
from abnormal homes.’’ As the world becomes more 
and more abnormal the scope of such work must 
change and widen, and we learn that fifteen refugee 
children have already been admitted to the com- 
munity, and that evacuated children who were 
unhappy or difficult in their billets have also been 
received. A scheme of preliminary investigation and 
examination of children before their admission has 
now been introduced, and the examination is made at 
the Tavistock Clinic. 

The community has no endowment and is in urgent 
need of money. Though calls for help are now in- 
numerable, there will be some of our readers who feel 
that the sound care and happiness of children is one 
of the objects they most wish to promote. Those 
interested can get further particulars from the hon. 
directors, The Mote, Maidstone, Kent. 


ROTES KREUZ AND HACKENKREUZ 

IN a disarming article in the Wiener Klinische 
W ochenschrift (1939, 52, 258) Dr. Walter Ott, General- 
fiihrer of the German Red Cross, soothes any scruples 
the conscientious Nazi may have about the orthodoxy 
of the principles on which his organisation is founded. 
He admits that some years after its foundation— 
in the times of liberalism when so much sentimental 
nonsense was talked in the name of humanitarianism— 
the red cross may have assimilated a slightly pacifist 
flavour. But he points out the original idea of the 
movement was born on the battlefield and developed 
during the various wars of the past and especially 
during the world war. Any doubts that may have 
arisen in the minds of his readers are simply due to 
looking at the subject from the wrong standpoint, 
4 they think back to their own experiences in the 
sat War they will remember that after the hatred 
of battle has died away the soldier regards his wounded 
enemy with different feelings. He recognises him as 
one who, like himself, is but fighting for his native 
land; he sees him no longer as an enemy but as a 
man honourably wounded in battle, with whom he 
is ready to share his last cigarette and drink of water. 
Regarded in this (?) less sentimental light Dr. Ott 
is confident that the Nazi will recognise the red 

cross as the expression of a heroic chivalry. 


GOLDEN LOTUS 


THE bound feet of Chinese women are discussed 
in all their aspects—historical, anatomical, physio- 
logical, pathological, geographical, and psychological 

by A. Bigot, who concludes that they constitute 
an artificially produced variety of the otherwise 
congenital deformity known as club-foot or talipes 
equinus (Rev. méd. franc. Ext.-Orient, April, 1939, 

321). This production of club-foot by intentional 
compression, begun at a tender age, tallies with 
Denis Browne’s theory of intra-uterine compression 
of the foetus as the cause of congenital talipes (Lancet, 
1934, 2, 969); indeed he refers to the “ relevant 
experiments on the female human foot ’”’ made by 
the Chinese (Brit. med. J. 1937, 2, 570). Bigot shows 
that compression dislocates the head of the astragalus, 
a dislocation adduced as the cause of congenital club- 
foot by E. P. Brockman, who asserts that it is not 
due to external compression but to “an atresia of 
the socket into which the head of the astragalus 
normally fits’? (Jbid, p. 572). This custom of 
kim-lien, meaning “ golden lotus,” is confined to 
China, where it has flourished fifteen hundred years 
owing to the deeply rooted foot-fetichism of the 
inhabitants, to the exclusion of the many other 
mutilations to which women throughout the world 
submit in the cause of mistaken beauty. 
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XY : 
Y acancies 


Burnley County Borough.—aAsst. M.O., £850. Also sen. asst. 
M.¢ 


-H., £800. 

( ‘ambridge, ‘4dde nbrooke’s Hosp.—H.P., at rate of £130. 

Chelmsford Borough M.O.H. and school M.O., £800 

Doncaster Royal Infirmary.— Orthopedic H.s., at rate of £150. 
Also H.S. at rate of £150. 

Dudley, Guest Hosp.—H.S., £150. 

East Susser County Council.—Deputy M.O.H. and deputy 
school M.O., £850. 

Harrow Urhan District Council.—Asst. M.O.H., £600. 

Ipswich, Kast Suffolk and Ipswich Hosp.—H.3. and cas. O., £144. 

Macclesfield, Cheshire County Mental Hosp., Parkside.— Asst. 
M.O., £350. 

Manchester City.—Asst. tuber. officer, £650. 

Manchester, Northern Hosp.—Hon. surgeon. 

Manchester Royal Infirmary Res. registrar to surgical out- 
patient dept., at rate of £150 

Manchester, Victoria Memorial Jewish Hospital.—Orthopedic 
surgeon. 

Plymouth City General Hosp.—Asst. M.O., £300. 

St. Helens County Borough.—-Temp. Asst. M.O.H. for tuber- 
culosis, £600. 

Stoke-on-Trent, North Staffordshire Royal Infirmary.— Hon. 
radjologist Also two H.S.’s, each at rate of £15 

Scarborough Hosp.—2 H.S.’s and H.P., each at rate of £150. 

The Chief Inspector of Factories announces a vacancy for an 
examining surgeon at Kidwelly, Carmarthen. 


A . 
Appointments 


ALCOCK, WILLIAM, M.B.Sheff., B.Hy., D.P.H., county medical 

cer of health for Westmorland. 

Davis, D. R., M.B. Camb., M.R.C.P., assistant resident physician 
at the Runwell Hospital, Wickford, Essex. 

Morrett, A. J., M.B. Birm., F.R.C.S., assistant surgeon to the 
throat, nose, and ear department of the United Hospital, 
Birmingham. 

STRANG, R. R. 8., M.B. Glasg., F.R.C.S., D.L.O., assistant sur- 
geon to the throat, nose, and ear department of the United 
Hospital, Birmingham. 

TELLING, O. H. J. MAXWELL, B.M. Oxfd, M.R.C.P., medical 
registrar at the London Chest Hospital. 

Examining Surgeon under the Factories Act, 1937: Dr. R. F. T. 
FINN (Ashwick district, Somerset). 

Leicester Royal Infirmary.—The following appointments are 
announced : 

ALLEN, E. P., M.B. N.Z., D.M.R., radiologist ; 

BIcKFrorD, B. J., M.B. Lond., F.R.C.S., senior casualty 
officer ; 

RIDDELL, MARGARET, M.B. N.Z., D.A., anesthetist. 


Births, Marriages aii Deaths 








BIRTHS 


COPELAND.—On Sept. 20, in Calcutta, the wife of Dr. F. J. 
Copeland—a daughter. 

DONALDSON.—On Sept. 22, the wife of Dr. C. E. Donaldson, of 
Dulwich Village, 8S.E.21—a daughter. 

FyFrre.—On Sept. 21, the wife of Dr. G. M. Fyfe, of Cupar, Fife 
a daughter. 

H ARGREAVES.—-On Sept. 22, at North Deighton, Yorks, the wife 
of Dr. E. R. Hargreaves—a daughter. 

LLOYD ‘. On Sept. 19, at Southwell, Notts, the wife of 
Dr. T. A. Lloyd Davies—a son (who died a few hours later). 

MARSH.- on ‘Sept. 24, at Derby, the wife of Dr. Frank Marsh, 
Masjid-i- Suleiman, lran—a son. 

SMyTH.—On Sept. 22, at Oxford, the wife of Dr. Patrick Smyth 

-a daughter. 
WEEKS.—On Sept. 20, the wife of Dr. Albert Weeks, of Bristol 


a son. 
MARRIAGES 


BLAKELOCK—AHERNE.—On Sept. 23, at Reading, Luke Henry 
Blakelock, M.R.C.S., to Ethné Aherne, of Reading. 

BrowN—HAMILL.—On Sept. 18, at Birmingham, John Wilfrid 
Brown, M.B., R.A.M.C., to Jean Hamill. ’ 

COUNIHAN—HONAN.—On Sept. 20, at New Malden, Surrey, 
William Edward Counihan, M.B., to Sheila Joanna Thérése 


Honan. 

EXNER Ru SSELL.—On Sept. 21, George Gerhard Exner, 
M.R.C. to Patricia Cornelia Russell. 

HARMER “Hises-W ALKER.—On Sept. 23, at Sevenoaks, 
Michael Hedley Harmer, M.B., to Bridget Jean Higgs- 
Walker. 


SCHULENBURG—CROFT.—On Sept. 20, Richard Schulenburg, 
M.B., to EHen Croft, both of Cape Town, South Africa. 
WATERFALL—TIvy.—On Sept. 20, at any Serene, 

William Blair Waterfall, M.B., to Maurya L. . 
DEATHS 
FoLLIOoTT.—On Sept. 21, at W ilton, Salisbury, Surgeon Com- 
mander Edwin Folliott, M.R.C.S., R.N. (retd. 4 
MURRAY.—On Sept. 21, at Mobbe rley, + ‘heshire, George Red- 
: mayne Murray, M.D. Camb., F.R.( 
OULTON.—On Sept. 21, at Falmouth, itichard Henry George 
Oulton, L.R.C.P.1., aged 59. 
POLLARD.—On Sept. 26, at Cheltenham, John McFarlane 


William Pollard, M.D. Lond., D.P.H., late A.D.M.S., 
Nigeria. 
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